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“White Line” high pressure Dressing Sterilizer equipped for 
heating by direct steam 


EFFICIENT—ECONOMICAL—EASY TO OPERATE—SAFE 


The sub-boiler (or steam generator) is eliminated; steam direct from the 
mains is turned into the jacket of the sterilizer and then led into the sterilizing 
chamber, starting the sterilizing process within five minutes. The sterilizer 
is equipped with Pauley air and condensation ejector, steam control valve, 
and individual steam trap. 


Write our Engineering Debartment for data on the latest developments in 
sterilizer design and construction 
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Manufacturers of 
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THE PSYCHOLOGY OF THE SICK 


The patient coming to the hospital is often mentally depressed and physi- 
cally fatigued. In addition to being ill, he has a feeling of uncertainty, a fear 
of the future. He wants sympathy, relief from nostalgia, and a reasonable 
substitute for home conditions. 


Color in the hospital means much more than interior decoration. It should 
mean, in all its emphasis, a kindly consideration for the sick man and interest 
in his welfare upon the part of the hospital personnel from the moment of 
his admission to the day he leaves the hospital, with the congratulations and 
best wishes of those who have waited upon him. 


The mechanics of caring for the patient should be combined with an effort 
to understand him, to make him comfortable always, and, within reasonable 
limits, to sympathize and to indulge him in his desire for a friendly interest 
in his progress. Hospital efficiency is often cold when it might as well 
be kind. Medical, nursing, and other hospital service is occasionally 
“robotical” in character. Its methodical measure could well be softened by 
a study of the psychology of the sick. 

The contented patient is the confident patient. He has both the will and 
the desire to live. The greatest aid to medical skill is a courtebus considera- 
tion for the patient. In every circumstance of sickness and suffering it is the 
kindly humanities with which we serve that so often make living possible. 





HOSPITAL GROWTH SINCE 1923 


The survey of hospital facilities in the United States by the American 
Medical Association, just completed, shows a decrease in the number of 
hospitals since 1923 but a progressive increase in the number of hospital 
beds. Hospitals under governmental control—federal, state, county, city, 
and city and county combined—numbered 1,736 in 1923, with a total of 
471,948 beds and a constant hospital census of 374,754. In 1929 this same 
group numbered 1,795, an increase of fifty-nine institutions, with 582,537 
beds, an increase in bed capacity of 23.4 per cent, and an average patient 
census of 582,537, an increase of 38 per cent. 


Non-governmental hospitals, including denominational, fraternal, indus- 
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trial, privately owned, and incorporated institutions, numbered 5,094 in 
1923 and 4,870 in 1929, a decrease of 224. The 5,094 hospitals in 1923 
had a bed capacity of 283,774, while the 4,870 hospitals in 1929 had a 
total of 324,598 beds, an increase of 14.4 per cent. The 5,094 hospitals in 
1923 had a constant patient census of 178,379, while in 1929 the 4,870 hos- 
pitals had a constant patient census of 209,881, an increase of 18 per cent. 
The only group of the non-governmental hospitals showing an increase in 
the number of institutions in 1929 over that in 1923 is the denominational 
group, with 893 in 1923 and 1,024 in 1929, an increase of 131 institutions. 
The fraternal, industrial, privately owned, and incorporated groups all show 
decreases. 

The 6,665 hospitals of all groups had a total bed capacity, in 1929, of 
907,133, as against 755,722 beds for the 6,830 hospitals in 1923, an increase 
of 20 per cent, while the constant patient census in 1929 was 726,766 as 
against 553,133 in 1923, an increase of 31.2 per cent. The average occu- 
pancy for the governmental group was 88.6 per cent, and for the non- 
governmental group, 65 per cent. The average for both groups was 71 
per cent. 

One of the interesting features of the survey is that 707,386 babies were 
born in hospitals in 1929. The survey was complete, including all but 390 
institutions containing approximately 14,000 beds. These hospitals, because 
of unethical practices or other material objections, were not included. 

The growth in the number of maternity cases cared for in hospitals is 
particularly important. This and the increasing demand for the hospitaliza- 
tion of children under fifteen years of age is noticeable. In 1,850 hospitals 
reporting to the American Hospital Association 685,430 children were cared 
for in 1929. 

The number of hospital beds has increased 98 per cent in the past 
sixteen years. 





on 


THE HOSPITAL ATTIC 


Almost every hospital has one of those mysterious, seldom visited rooms 
where broken, damaged, or surplus furniture and equipment are sent, there 
to remain and accumulate the dust and cobwebs of forgetfulness. It is 
located usually in some dark unused room in the basement, or in some 
unapproachable part of the attic. Its contents vary from the minor supplies 
to costly pieces of furniture, wheel chairs, stretchers, beds and bedding, 
mattresses, plumbing fixtures. and sterilizing apparatus—in fact, every variety 
of unexpendable supply used in the hospital. 

The original cost of this material represents an important sum to the 
hospital. The greater part could be repaired, painted, reconditioned, and 
made ready for further service at a small expenditure of labor or money 
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and would answer the same purpose as equipment and furniture newly 
purchased. 

When buying equipment and furniture, the hospital should give sober 
consideration not only to its usefulness and its lifetime under service con- 
ditions but also to the facility for repair when damaged, to the accessibility 
of supply parts, and to its known quality. The purchase of cheap, poorly 
constructed equipment, while made at a figure lower than for honest mer- 
chandise, is most expensive in the end. Beds that break easily, furniture that 
cannot stand up under ordinary use, wheel chairs and stretchers that are 
not built to stand strain, and other equipment of poor grade should not 
be purchased. Good equipment, manufactured and marketed by business 
people of established reputation and long experience, should be selected. 

Broken screens, chairs, stretchers, and beds and all other equipment 
should be promptly repaired and placed into service again. Replacement 
costs could be reduced and the resulting saving without impairment of 
service would be distinctly worth while. Material damaged beyond repair 
should be surveyed by competent hospital authorities, sold when possible, 
and destroyed when it cannot otherwise be disposed of. It should not be 
sent to the junk room, to create a fire hazard and become a refuge for vermin. 
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WHAT A HOSPITAL TRUSTEE SHOULD 
KNOW' 


By RIcHARD P. BORDEN 
President, Union Hospital, Fall River, Massachusetts 


IKE EVERY director of an organization, the trustee of a hospital should 
know that there is a proper return on the investment. Are the people 
whom his particular institution is intended to serve being restored to 

health and vigor as much as possible, as soon as possible, as happily as 
possibly, and as economically as possible ? 

It has not been difficult for the trustee to ascertain the success or failure 
of the business enterprises with which he has been associated. The reports 
which come to him from time to time are in terms to which he has been 
accustomed and which he can readily comprehend. He therefore has little 
difficulty in understanding the financial problems of the hospital; they appeal 
to him, and, very necessarily, demand his attention. One of his important 
functions is to arrange for necessary funds for maintenance and growth. 
The hospital deficiency in receipts, as compared with expenses, may seem 
to violate all his business principles. How may he know that the intangible 
profits annually accruing outweigh the monetary losses from operation? 
If they do not, the business is not a success. To know this he must become 
familiar with new standards of measurement and, to a great degree, must 
rely on the reports and interpretations of the executive chosen by the board 
of trustees, as well as depending upon him to manage the work. Directing 
boards establish policies of business enterprises; details must be attended 
to by agents selected by them. Few of their members are experts in the 
lines of business carried on by their corporations. Hospital business is one 
of the most complicated and demands the services of an expert. He must 
be held responsible by the trustees and must therefore be untrammeled by 
the interference of the board or its individual members in his representative 
capacity as business manager. Necessary reliance on the executive makes 
it important that the trustee should know whom to “hire” and when to 
“fire.” 

This brings us back to the proposition that patients must be cured as 
efficiently, quickly, happily, and economically as possible under accepted 
standards. 

What are some of the standards by which the trustee may measure these 
results ? They vary with the type of hospital, but fundamentally they are 
the same. Two of the four requisites may be estimated by the length of 
the patient's stay and by the per capita cost. In fact these two standards 
are valuable indices of the general character and standing of the enterprise. 
Nevertheless, they must be chosen in terms applicable to each situation. 





1Read before the joint meeting of the Illinois, Indiana, and Wisconsin Hospital Associations, 
Chicago, February 21, 1930. 
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What type of patient is accommodated ? What is the ratio between med- 
ical and surgical patients? Is the staff engaged in research ? What is the 
percentage of population to capacity ? The trustee should know what com- 
parable figures to use and how to apply them. 

Other knowledge he must acquire by observation. Is the plant well 
maintained ? Are food costs too high or too low? Is the atmosphere of 
the place conducive to health and comfort? And for this knowledge the 
trustee must investigate cleanliness, state of repairs, pleasantness of en- 
vironment, attitude of medical, nursing, office, and working personnel, condi- 
tion of supplies, and many details which may be known only by at least 
occasional visits and inspections. 

The advantage of a directing board is its accumulation of the knowledge 
and judgment of its members. Generally it is composed of men and women 
who have been individually successful. Some may have knowledge of 
finance, others of buildings, others of merchandise; and some, but not 
generally many, will be sufficiently interested in hospital problems to devote 
time to their study and acquire a considerable degree of knowledge with 
regard to them. If every hospital trustee knows and recognizes the im- 
portance of his trusteeship, it is not necessary that each of them be thoroughly 
informed about hospital work, nor is it to be expected. At meetings of 
the board contributions will be made from the informed knowledge of 
individuals to afford wise judgment by the board, and the decision will be 
communicated to the executive to be carried into effect. 

This leads to a statement of one important thing that every trustee should 
know. It is that the only body authorized to give orders is the board, and 
the only person authorized to enforce them is its representative and agent— 
the superintendent. 

“A little knowledge is a dangerous thing,” especially with regard to 
hospital administration, and direct interference with the work of the super- 
intendent or the conduct of a doctor, nurse, or employee, by an individual 
trustee, may bring about lack of discipline and authority and spell disaster 
to the institution. 

Hospital executives must not expect too much knowledge from their 
trustees. They are busy in their own affairs. They know that they cannot 
understand the problems of medicine, of nursing, of house-cleaning, food, 
purchase of supplies and equipment, laundry, aseptic care, and all the other 
details important in hospital administration. Knowing this, they generally 
are too wise to waste their time in the detailed study of hospital problems 
but, knowing it, they should encourage their representative to learn as much 
as possible and afford every opportunity for such learning. They should 
know enough to encourage the development and growth of the American 
Hospital Association, to seek for their hospital institutional membership 
in it, and to provide for the attendance of their representative at its conven 
tions and: at other meetings where local conditions affecting their hospital 
may be more efficiently considered; for, problems of life and health being 
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concerned, every desirable method of acquiring and imparting knowledge 
of the science of hospital administration should be fostered and used. 

The hospital trustee should know the standards of the American Hos- 
pital and American Medical associations and of the American College of 
Surgeons. They are not rules invented to make the game interesting or 
difficult; they are statements of conditions essential to the conduct of the art 
and science of medicine as applied to hospitals. 

It is the duty of the trustees to select the professional staff. The value 
of the hospital depends upon such selection. 

Trustees who provide attractive and well equipped buildings for the 
inducement of patients and fail to insure proper professional attention 
commit a breach of their trust. The medical staff constitutes the founda- 
tion upon which the whole hospital structure must stand. Physicians who 
fail to recognize the obligations of their profession, who fear to record their 
proceedings, who are not interested in mutual discussion of their problems, 
who will not contribute to the knowledge of interns and nurses and con- 
stantly seek new knowledge for themselves, should never be honored with 
a hospital appointment. The requirements of the great national organiza- 
tions are essential guides to the trustee in this most important duty, as in 
others. 

The hospital trustee should know the importance of his trust and its 
consequent obligations. With such knowledge and with proper attention 
to authoritative sources of information, to the reports and recommendations 
of the executives, and to discussions at meetings of the board, attended 
with reasonable diligence, he will gradually absorb a working. knowledge 
of his task which will enable him to feel that he has grasped the opportunity 
to become a valuable contributor to the prosperity and welfare of his 
community. 


The hospital trustee should know that he is honored by his association 
with a hospital; that the proper conduct of a hospital is essential to the 
humanitarian, social, and economic progress of his community, state, and 
nation; that it is his obligation to devote his best thought and energy to 
the successful conduct of the institution for which he has accepted responsi- 
bility, for he is trustee of the funds contributed to it and of the community 
which it serves as well as of the hospital property and personnel; and, 
finally, he should know the satisfaction of fulfilling a trust altruistically 
created and maintained for the benefit of his family, his friends, and all 
those who form his social and economic environment, whose happiness and 
prosperity would be greatly diminished if he and his co-trustees and all who 
contribute to their endeavors should fail in their undertaking. 
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HUMANITY AND HOSPITALS' 


By FREDERIC SIEDENBURG, S.J. 
Dean, Loyola University, Chicago 


66 UMANITY”’ Is an abstract word and “hospitals” a very concrete one, 

H and yet there is an intimate connection because hospitals are for 

humanity and humanity is expressed in hospitals. The Latin deriva- 

tive of “hospitals” is the word “hospes,”’ a host, and the adjective “hospitable” 

and the noun “hospitality” express the meaning as well as the humanity of 
hospitals. 

In the ancient and especially in the oriental world, hospitality was a para- 
mount virtue and to be ungenerous to a stranger within the gates was con- 
sidered a grave offense, even as it is among the primitive tribes of to-day. 
In some cases violations of hospitality were punished with death. The religious 
books of the East are full of admonitions and panegyrics of the spiritual value 
and the social worth of hospitality, and among the Hebrews it was always 
a cardinal virtue. 


Public hospitals are not mentioned by any classical writer before Christ 
and hence the hospital is a distinctively Christian institution, stimulated by the 
example of Christ, who healed the sick and cured the halt and the blind. 


Paul in his letters to Titus and Timothy enumerates, among the necessary 
qualities of a bishop, hospitality, and so it happened that in the early church 
the bishop’s house was often not only a harbor of the harborless, but also 
a place for the sick, and this was especially true when the bishops themselves 
were physicians. With the conversion of Constantine in 312, the, church 
was free to engage in public works and soon special buildings for pilgrims 
and for the sick became one of the features of church life. Basil, the great 
Greek father of the church, established at Caesarea a hospital of such large 
proportions that it was called New Town. Of it it was said that the poor 
and sick were unnumbered and that the care and order were admirable. 
In the year 400 St. Chrysostom established a hospital at Constantinople 
“well supplied with physicians and attendants for the sick and cooks.” The 
first hospital in Rome was built in 390 by St. Jerome, by order of the pope, 
while the famous Hétel-Dieu of Paris was founded in the Seventh Century. 


In the Middle Ages, even when other social works lagged, hospitals were 
always in demand and highly appreciated. Miss Clay in her Medieval Hos- 
pitals in England says that at one time there existed 750 charitable institu- 
tions, many of them hospitals, although the total population of England was 
not equal to that of present-day London. Some of these hospitals were 
places of hospitality for those in need of shelter and maintenance rather 
than institutions for the medical treatment of the sick or wounded. This 
meaning of “hospital” still has vogue to-day in our foundling hospitals, or 


1Read before the og # ene of the Illinois, Indiana, and Wisconsin Hospital Associations, 
Chicago, February 20, 
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in the famous Greenwich Hospital of London, which is a home for retired 
seamen. 


Medieval hospitals were religious foundations and the superintendents 
were generally called “hospitalers.” From this grew various religious 
brotherhoods or military orders of the Middle Ages, of which the best known 
are the Knights Hospitalers of St. John of Jerusalem, which originated in 
1048 in a hospital ‘built at Jerusalem by merchants of Amalfi dedicated to 
John the Baptist; and, what is most interesting, this hospital still exists. 


The great stimulus to hospitals came, however, in the Thirteenth Century 
under the patronage of Pope Innocent III, who built near the Vatican, as a 
model for visiting bishops, the Sancto Spirito Hospital, which existed until 
recently. Virchow, the great German pathologist, said that as a consequence 
there was scarcely a town of five thousand inhabitants in Germany, France, 
or Spain that did not have its hospital. They were generally one-story build- 
ings with high ceilings and stained glass windows and possessed a beauty of 
equipment not excelled until our own day. 


The Seventeenth, Eighteenth, and early Nineteenth Centuries were the 
decadent days of hospitals, as they were with nearly all social endeavor, 
and rightly has this period been called by Miss Nutting and Miss Dock “the 
dark period of nursing.” Reform came through the establishment of new 
hospitals by religious orders of women and by lay persons inspired by the 
example of Florence Nightingale. Specialized hospitals belonged to this 
period. One of the first was Bethlehem Hospital in London for the insane, 
from which we get the English name, “Bedlam.” 


The first eye hospital was built in America in 1820, and the fisst nose and 
throat hospital in New York City in 1870. 


Lister’s discovery gave an enormous impetus to surgery, and the hospitals 
all over the world reacted to this revival, which accentuated the prevention 
of infection and the phenomenal successes of operative cases. For a while the 
heart of the modern hospital was the operating room; to-day this is beginning 
to change, and, personally, I think it ought to be the kitchen! The most 
recent hospitals are reverting to some of the features of the medieval hospitals 
with respect to gardens with flowers, and pleasant vistas, as a therapeutic 
effect on the mind of the patient. This, too, is in harmony with the present- 
day emphasis on the connection between the health of the body and the 
health of the mind, which finds its expression in mental hygiene, occupational _ 
therapy, psychiatry, and psychoanalysis. To-day there are more than sixty 
psychopathic hospitals in the world, half of them in German-speaking coun- 
tries, and they are doing in a scientific spirit what was done in simpler fashion 
by the spiritual chaplains of the older hospitals, even those of medieval days. 

Thus throughout the history of the world, the hospital has ever been the 
symbol of humanity and never has its treatment been so scientific that in its 
concern for the body it has ignored the soul. This blending of matter and 
spirit is well expressed by Dr. Ricard Cabot in a well known paragraph: 
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“The humanitarian and the scientific sides of our work need each other as 
man and woman do. Science without humanity becomes arid and, finally, 
discouraged. Humanity without science becomes scrappy and shallow.” 


THE WORLD’S NORTHERNMOST HOSPITAL 


HAMMERFEST SYKEHUSE, HAMMERFEST, NORWAY 
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LOWERED COST OF HOSPITALIZATION 
THROUGH GROUP NURSING 


By W. L, Bascock, M.D. 


Director and Treasurer, The Grace Hospital, Detroit 


N PLANNING a hospital unit for the patient of moderate means, three 
new factors promising reduction in cost to patient have been carefuliy 
studied and will be incorporated in the plans and organization. 


a) Special construction of semi-private rooms, grouped in units of 
twenty-four to thirty beds each. 

b) Group nursing, which is especially adapted to the above units, as 
has been demonstrated in an experience of three years in two exist- 
ing units of. twenty and thirty-two beds respectively. 

c) The adoption of flat rates for professional fees within minimum and 
maximum limits comparable to the pocketbooks of the patient of 
moderate means. This fee schedule will be flexible, fees to -be col- 
lected by the hospital and remitted to the physician. The schedule 
will be subject to agreement between the hospital staff and the hospi- 
tal, to which agreement qualified physicians not members of the staff 
will be admitted on application. The particular fee in individual 
cases will be determined by the physician within the limits of the 
agreement. The physician will provide the hospital with such 
information as he may have concerning the patient’s financial and 
economic status, which data will be supplemented by the investiga- 
tion of a credit investigator employed by the hospital. 


It is not the purpose of this article to discuss in detail other than the second 
item of this program——-group nursing. 

Experience with group nursing throughout an uninterrupted period of 
two years in the twenty and thirty-two bed services mentioned above was 
set forth in a short paper read before the Atlantic City convention, in June, 
1929, by Miss Della DeLong, directress of nurses of The Grace Hospital. 
As our additional experience of twelve months amplifies the findings given 
at that time, the following is abstracted from Miss DeLong’s article, with 
her permission: 

Special hospital facilities-—It is desirable that group nursing be carried 
out on a service of small wards or double-bed rooms. In constructing new 
buildings for middle class patients, the grouping of two-bed rooms and 
four or six-bed wards on one floor is necessary if group nursing is to be 
carried out. Provisions should be made for ample utility and nurse rest 
rooms. The group nursing carried out in the hospital during the past 
two years has been limited to two services: one comprising a service 
of thirty-two beds in small wards; the other a service of nine two-bed rooms 
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on one floor. If semi-private bed accommodations are widely scattered group 
nursing is not feasible. 

Nurse personnel_—Each group is made up of three graduate nurses on 
eight-hour duty covering the full twenty-four hour period. Two or three 
patients are assigned to them for special nursing, depending on the serious 
ness of each patient’s condition. The group of three is numbered. The 
nurses are engaged at a monthly salary approximately the average salary of 
floor supervisors, plus three meals daily. This salary thus far has been $125 
per month. Several of the nurses have been on duty for many months con- 
tinuously and one for the two-year period. As they are only on eight-hour 
duty, they have no other time off or vacation allowances. They are, how- 
ever, granted six days’ sick leave for each twelve months’ service, which can 
be applied fractionally. 

Cost to patient.—-Group nursing service has been limited to patients of 
moderate means whose bed, board, and ward nursing charges range from 
$3.50 to $5 per day. At the beginning the following rates were established. 


Medical or Surgical Obstetrical 
Group Nursing Group Nursing 
$5.00 per day of 12 hours $6.00 per day of 12 hours 
$7.50 per day of 24 hours $9.00 per day of 24 hours 


The above charges are inclusive of the nurse’s board. 


In the new buildings now being planned this service will be extended 
to patients paying up to $6 per day in any class of accommodations. A 
reference to the above charges for twenty-four hour group nursing will 
demonstrate that the $7.50 per day compares with the special nursing rate 
for a single graduate nurse of $17 per day of twenty-four hours: or, in 
other words, a reduction of over 60 per cent in cost to the patient. 


Attitude of physicians—Once the physicians become familiar with the 
service they are decidedly in favor of its extension among all patients of 
moderate means. The majority of the members of the staff have availed 
themselves of the service at one time or another. It is believed that those 
who are most considerate of their patients’ finances use the service more than 
others. No opposition has developed on their part. 


Attitude of graduate nurses.—A meeting with graduates of The Grace 
Hospital training school was held and the whole project explained to them. 
No active opposition was expressed although it was known that some opposi- 
tion existed. Those opposed were critical of the practicability of the project, 
especially as applied to obstetrical cases. The majority expressed a decided 
interest and a desire to see the experiment tried, although possibly a few 
felt that it would not be a success. Explanation was made that it was entirely 
experimental and would be limited to less than 15 per cent of ,the total special 
nursing. Because of structural limitations this percentage was not exceeded. 
The first groups were made up of graduates of other schools but later gradu- 
ates of our own school applied for the .service. It is believed that the 
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majority of the graduate nurse observers who are familiar with the experi- 
ment up to date either have no opposition to its continuance or feel it fills 
a need for the patient of moderate means. 

Financial statement.—Careful accounting was made of all salaries and 
expenses of this service as well as the receipts from patients. It is interest- 
ing to note ‘that during the first twelve months we broke even one month; 
five months showed a small deficit; and six months showed a small surplus. 
During the second twelve months, as the groups increased in number, three 
months showed a deficit and nine months a surplus. Without making any 
charge for supervision or overhead, but including a charge for nurses’ meals, 
the books at the end of two years show a small surplus of a few hundred 
dollars, which has been designated as a group nursing fund and may be 
applied to any nursing deficit which may occur, or be used for the payment 
of hospitalization of group nurses beyond their six day annual sick allowance. 
The experiment thus far leads us to believe that the rates established at the 
start were fair both to the patient and to the hospial. It is believed that if 
a larger group nursing service develops a greater surplus, we would be 
justified in fractionally reducing the charge to the patient as well as increas- 
ing the wage of the nurses. 

Statistics.-—During the first twelve months 281 patients were nursed 1,420 
days by thirty-eight nurses, divided into groups of three. As this was the 
first year of the experiment, a larger turnover of nurses occurred, due prin- 
cipally to the fact that we could seldom maintain more than two or three 
groups at a time for any continuous period. During the second twelve 
months 322 patients were nursed 2,038 days by forty-one’ nurses. The 
figures for the second twelve-month period indicate that there was a smaller 
turnover of nurses, due to an increase in the number of groups and more 
continuous nursing. These figures also show a longer nursing period per 
patient. Only after a larger number of groups over a longer period have 
been studied can any fair inference be drawn from the statistics. 

Summarizing the advantages: 

a) To the public—Group nursing provides a reduction of 45 to 60 
per cent in the cost of special nursing, which can be reduced still further 
if it can be applied on a larger scale. It affords the patient of moderate 
means the opportunity of retaining the services of a special nurse much 
longer than if the patient were paying the full nursing rate of $17 per day 
of twenty-four hours. It is a common occurrence for the patient or relatives 
to discontinue a special nurse who is paid this rate after one to three days’ 
service. The same amount of money in group nursing would carry the 
patient through five to eight days’ special nursing. It further provides a 
higher grade of nursing service to the patient than can be provided by 
corridor or pupil nursing. 

b) To the nurse—Assurance of steady employment; sick .day allow- 
ances which cover more than the average annual sick days per year; reduction 
in hours of duty from twelve to eight; where facilities permit, housing in 
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nurses’ homes; and an assured annual salary that is somewhat higher than 
the average wage of special nurses throughout the country, as revealed by- 
the Rockefeller report. - 


c) To the hospital—It insures continuity of special nurse service for 
many patients whose condition demands individual attention; provides these: 
services to patients whose means would otherwise be insufficient to pay for 
special nursing; relieves a heavy service of many acute sick or fresh operative 
cases which, however, continue under the direct observation of pupil nurses 
who are called upon to act as assistants to group nurses from time to time. The 
eight-hour day does away with hourly relief, days off, and shifting of per- 
sonnel; it simplifies much detail connected with special nursing service and“ 
enables the hospital to provide a new nursing service. 

Apprehension was at first felt in reference to the loading of two or three 
acute or freshly operated cases on one group, because this would have a 
tendency to limit the degree or amount of personal attention that these pa- 
tients would receive. Experience has demonstrated that where two or more 
groups are associated on a service, the exchange of patients between groups 
can be quickly and satisfactorily arranged. It should be understood that 
frequently only two patients are served by a group. It has generally been 
possible to limit the assignment of fresh operative cases to groups not already 
burdened. As a rule, a group of three will consist of one fresh operative 
case and one or two other cases in varying stages of convalescence. With 
multiple groups on one service, the flexibility is apparent. 

The expenses of group nursing during this period were a few hundred 
dollars less than the receipts, which sum we estimate covered less than 50 
per cent of, the overhead. With that in view, the hospital is making an 
indirect contribution to the care of the patient of moderate means for which 
it does not receive direct reimbursement. We are constantly in receipt of 
commendatory letters and statements from satisfied patients who have had 
group nursing, and its employment hes resulted in the generation of much 
good-will. 

The following tabulated statistics cover the full three-year period from 
March 1, 1927 to February 28, 1930, inclusive: 


GROUP NURSING 


Days Patients Nurses 
LB es EE 4) ROAR Eo ete nem RA ens 1420 281 38 
1928 Le eens er cache eer ene Pd 2038 322 41 
Tae PORTRREY 26 FPSO nescence 3406 581 78 
6864 1184 


The total receipts from patients for group nursing in the three-year period 
were $47,807. Calculating the number of days’ nursing on the basis of $8.50 
per twelve-hour day (including nurses’ board) and $17 per twenty-four hour 
day for private special nursing, the cost to 1,184 patients for special nursing 
would be the sum of $111,688. This figure is given merely as a comparison 
with the sum the same patients paid for group nursing, a saving to the middle 
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class patient of approximately $63,881. It should be stated in connection 
with this comparison, however, that in all probability the patients who avail 
themselves of group nursing would never have been able to pay for the 
services of special nurses to the same extent. Continuing the comparison, we 
find that the average saving per patient for their nursing service was $53.95. 

The comparison throughout is striking in its graphic portrayal of the fact 
that group nursing, organized on a practical basis, will save the patient over 
half of the cost of special nursing. 

The patient of moderate means cannot be treated as an open ward patient, 
without special care, as in most instances he is a person of culture and educa- 
tion. Our experience leads us to believe that group nursing offers the greatest 
and most practical single factor in the lowering of the cost of hospital care 
to patients of this class. 


CANCER RESEARCH INSTITUTE FOR ST. LOUIS 


The late Mr. Edward Mallinkrodt, who was a life member of the American 
Hospital Association, made possible by a bequest of $400,000 a cancer re- 
search clinic, to be known as the Mallinkrodt Institution of Radiology. The 
institution will be a part of Washington University, and has received a 
further endowment of $750,000 from the Rockefeller Institute for research. 
Over fifty thousand square feet of floor space will be devoted to radiological 
diagnosis and therapeutics. 
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— {WHAT SHALL THE PATIENT PAY? 


By JoHN E. RANSOM 
Superintendent, Toledo Hospital, Toledo, Ohio 


T IS DIFFICULT to determine the ability of certain patients to pay for 
hospital service. Most hospitals recognize the fact that there are vary- 
ing degrees of such ability and have based their room charges not so 

much on the costs of producing the service as on the financial status of the 
patient needing the service. But though in many institutions a patient may 
find beds priced at various figures ranging from $3 to $25 per day, he is not 
likely to find that other charges, such as those for x-ray, laboratory, operat- 
ing room, etc., are graduated in relation to his ability to pay. In many 
hospitals the poor man in the ward and the rich man in the luxurious 
private room are charged the same for these special services, which in the 
case of the poor man may total more than the cost of his room or ward. 


In an attempt to fix these special charges on the basis used in determining 
its room rates, Toledo Hospital has divided its patients into four groups, 
taking the price of the room which the patient chooses as an index of his 
ability to pay. Class A patients are those who choose rooms for which 
the daily charge is $10 or more; Class B patients are those whose room 
rates are from $7.50 to $9; Class C pays from $5 to $7; and Class D 
are the occupants of two-bed and four-bed rooms, the daily charges for 
which are $4.50 and $3.50. X-ray, laboratory service, operating room fees, 
electrocardiography, basal metabolism, etc. are so graduated that Class B 
patients pay a rate which is approximately 80 per cent of that charged Class 
A patients; Class C patients pay approximately 60 per cent of the A rate 
and Class D patients 50 per cent. 


As an incentive to prompt payment of their bills, the B, C, and D patients 
are informed on admission that these special services will be charged to 
them at the A rate, but that if payment is made on or before they leave the 
hospital, these items will be subject to discounts of approximately 20, 40, or 
50 per cent respectively. The schedule of charges now effective in Toledo 
Hospital is given below: 

SCHEDULE OF X-RAY CHARGES 


A B C dD 
Meee: (TON EROROUEO) ooo a ee $20.00 $15.00 $12.50 $10.00 
2 Cr Es 2 eae ae eR A ETD tor Piaeeentre 25.00 20.00 15.00 12.50 
MN SNL ats optus coe yak Aces nada cuaapecelne Aree 20.00 15.00 12.50 10.00 
MINING. ae dhicnnsFecucaekesedtayicigs als cpeaundedectopaiausaaeate 20.00 15.00 12.50 10.00 
Da ED 12.50 10.00 7.50 6.25 
EE MONE AEN ry Seon IOI Eons 20.00 15.00 12.50 10.00 
PRIN OMRON) i. 5cc0 Sasa cn ws sonsseacosonrsctecintastaver 12.50 10.00 7.50 6.25 
II NOR: CORN Pisa 6, 3 asc se naniedn Soap ieesnclos connects £25 1.00 ey .60 
Nasal ‘bones ...............-...- PE MIS ARR Anat faces Cae 12.50 10.00 7.50 6.25 
RON MUNN oo saa 20.00 15.00 12.50 10.00 
ESSA REET ee ea oe MIE Sere MO ie pee er 12.50 10.00 7.50 6.25 
_  *SEESSEES RESUS IPR Oh eae crn Dee 2) SACRO CE 20.00 15.00 12.50 10.00 
ERE SIRE Roa te acl ME Note ne ee Rayan 20.00 15.00 12.50 10 00 
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SCHEDULE OF X-RAY CHARGES (Continued) 














A <3 

Both shoulders ................. FAR Ten We RECS hr he 30.00 25.00 
1 TL SENDER eae EDL GLE RMSA TBAT et AR: 12.50 10.00 
PRUNE cscs sade cncvatendegasattenssen BON OR Poe be 12.50 10.00 
LL ene BO <a aL Re Ne: ee SORT 12.50 10.00 
5 EE Ren nee Anes Are Meee: rete ar 12.50 10.00 
eS PRET ORE TERE: 12.50 10.00 
a ee genes cadens chaadeaeaainnneeetened 20.00 15.00 
Biedst CT 4O0G- DINGO 5.3.28 cee 10.00 7.50 
eR penance le Salen ire Sonera ae res vere ore 25.00 20.00 
Dorsal ‘egitie or ribe........-5---..--<-.<.:- Picsodeta ch eset, 20.00 15.00 
CEE IR ao cick tnisec esa pepe eetiataniueaaeose 20.00 15.00 
ee oer) | | MARE ROD ey ene ta ee Bastbeen RET Snr erene 30.00 25.00 
Gastro-intestinal and gall bladder.................... 45.00 35.00 
PAST CHRIS 6 osc Je cc oncseskaseensestors ripe matroy «SA 15.00 
Kidneys (flat plate)..................-.- as 12.50 10.00 
Pyélogram: Of _ CYStO@ralti:.....-.:2-<--2-co0<<sessescaseonnee 20.00 15.00 
Abdomen (soft tissue study)............---.---+----++- 12.50 10.00 
ASRDEN GAME? osc ccccni'nnsoinsEatestuxebcnascuseseaetes 20.00 15.00 
OM Ba Nic en gh nc aes eo cere ae 20.00 15.00 
LET eee eA oS ag Aas. eee ent 30.00 25.00 
MOE Saat ag il ca as ios pene da ec 20.00 15.00 

30.00 25.00 

12.50 10.00 

12.50 10.00 

12.50 10.00 

12.50 10.00 

12.50 10.00 
Fluoroscopic examination ...22.....2..2:0.-:csc/-c)-x 7.50 6.25 
LO | A a Spee ae POR OD eatin iis On, ee OT 12.50 10.00 
ed” SoS SO IRAE adios CS ee - 12.50 10.00 

SPECIAL EXAMINATIONS 
Ventricnlotiate ois cise eae $30.00 $25.00 
REGAN ERIN 50 xe esas scons eatnashosbesactshgcerpsseeaets 20.00 15.00 
}iniodol :n lungs..... wo Cie dele datelate asec dag eens ae 15.00 
PATIDASy CAGE QING LIDIOUO a 0a A ancticrcatascesceae 10.00 7.50 
PRPUMOPRTCONOTEN -- 05.0. -ccdeteeseledesoceercasees 10.00 7.50 
RADIOUOS Mi SDINAT CONE S50 0sc Sct an eecees 12.50 10.00 
1 a a ne Se Pent iret ter. 20.00 15.00 
X-RAY THERAPY 
Deep therapy (per treatment).....2.................-- 12.50 10.00 
PORT CHELRDY | COCCICE) sais sien crsec adds ces ccbeareszese 100.00 75.00 
Superficial: therapy (per treatment)................ 7.50 6.25 
Superficial therapy (succeeding areas)............ 4.50 3.50 
eGo SOCCE CHEE SCE). = 5.8 ie 15.00 12.50 
PHYSICAL THERAPY 
Air-cooled ultra-violet (per treatment)............ 2.50 2.00 
Distheriny (per treatment) ......-...<.0ccececkecccssvcose 4.00 3.00 
Electrodesiccation (per treatment).................... 7.50 6.00 
Ionization (per treatment)..................22...2-0000- j 4.00 
Galvanism (per treatment) 3.00 
Sinusoidal (per treatment) : 3.00 
Static (per treatment)................ bd Se tahatseaveen . 3.00 
OBSTETRICAL DEPARTMENT 

NEES HOON sata) ck aa 15.00 10.00 
ee , ELSE ME REALE ARN 10.00 7.50 
Care of baby per day............. Pasbaienbttn teens ta 1.00 1.00 


Cc 
17.50 
7.50 


17.50 
7.50 
7.50 
7.50 
7.50 
7.50 
5.00 
7.50 
7.50 


$17.50 
12.50 
12.50 
6.25 
6.25 
7.50 
12.50 


7.50 
62.50 
5.00 
3.00 
10.00 


NNNWAN ES 
ooooxvrouw 
ooocoocfe 


ae Os 
Sus 


D 
15.00 
6.25 
6.25 
6.25 
6.25 
6.25 
10.0¢ 
5.00 
12.50 
10.00 
10.00 
15.00 
22.50 
10.00 
6.25 
10.00 
6.25 
10.00 
10.00 
15.00 
10.00 
15.00 
6.25 
6.25 
6.25 
6.25 
6.25 
3.75 
6.25 
6.25 


$15.00 
10.00 
10.00 
5.00 
5.00 
6.25 
10.00 


6.25 
50.00 
3.75 
2.25 
7.50 
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ELECTROCARDIOGRAPHIC EXAMINATIONS 





A B C D 

UIA: CUMAMR  ci Ce ee a oo ee 12.50 10.00 7.50 6.25 

Subsequent examinations .................22:20-00---+ 7.50 6.00 4.50 3.75 

NMRENOMS CR RUCE ee oe a 25.00 20.00 15.00 12.50 
BASAL METABOLISM 

ES OS ES ae A EE CNET IP ERIDSRE PTO 7.50 6.00 4.50 3575 

Subsequent examinations .............-..---:.0:-2--0-+-- 3.75 3.00 2.50 2.00 

PAMIMNOE CHETIE oo 12.50 10.00 7.50 6.25 
LABORATORY SERVICE 

Minimum fee for routine work.........................- 5.00 4.00 3.00 2.50 

Maximum fee for routine work 10.00 7.50 6.25 5.00 

Maximum fee for special work.......................... 25.00 20.00 15.00 10.00 

SURGERY 

Operating Room—Majot................-.----0+-0+-0+-+- 15.00 10.00 7.50 5.00 

a EA ae an 20.00 15.00 12.50 10.00 

MI a BRctaicn irises 10.00 7.50 6.25 5.00 


Lesser operative procedures—$2.50 to $5 depending on amount of necessary operat- 
ing room service. 
FLAT RATE FOR TONSILLECTOMY 
Including one day in hospital, operating room fee, laboratory fee, and all ordinary 
incidentals. Additional days at regular room charge. 


With Own Anesthetist If Anesthetist Is 
Provided by Hospital 
NS Sg: Ae At RD A aA SE EO $10.00 $15.00 
Child in 4-bed room............... ‘ 16.50 
Child in 2-bed room............... eee |S 17.50 
ce Sr, Mens et aaRenie Te oieyticer de Weer |: (2. | Sai armen ameter ee 
I SUN IE PINN ooaises boecenctcaapaiepceavs , 17.50 
Adult in 2-bed room............... ae 18.50 





Adult in $5.00 private room 23.00 
Flat rate not available for adults occupying private rooms at $5.50 and over. 


SPECIAL RATES FOR OBSTETRICAL SERVICE 
The following rates for obstetrical service include room charge, delivery 
room service, care of baby, laboratory fees, and all ordinary drugs and 
dressings. Exceptional medicines and dressings will be charged at the regular 
rates. Patients paying at the twelve-day rate who decide to remain fourteen 
days will automatically be charged at the fourteen-day rate for the addi- 
tional two days. Patients remaining beyond a fourteen-day period will be 
charged at regular rates for all service during the remainder of their stay. 
The special rates are applicable only in case they are paid in full in 
advance. Payment in advance may be interpreted to mean payment within 
twenty-four hours after admission. 


SCHEDULE OF SPECIAL RATES 





12-day 14-day 

period period 
EF EEE eae SRR TL Aa RCS ane ee eey rc Pelee e SVpoe eA $50.00 $56.00 
Two-bed room 76 00 
Private room at $ 5.00 ; 90.00 
Private room at 100 00 
Private room at 108 00 
Private room at 122.00 
Private raom at 129.00 
Private room at 136.00 
Private room at 150.00 
Private room at 178.00 





HOSPITAL PURCHASING' 


By WALLACE H. Hays 


Purchasing Agent for The Mayo Clinic and The Mayo Foundation 
Rochester, Minnesota 


tenance expense of hospitals, I feel honored to have been asked by 

your association to present this paper on “Hospital Purchasing.” In 
the purchasing of hospital supplies I am sure there is an opportunity to 
assist greatly in bringing about this much desired result. 


i VIEW OF THE PRESENT endeavor to decrease the operating and main- 


The first qualification of good purchasing is not to buy cheaply but to 
put to effective use a knowledge of materials and what is best to buy for 
specific purposes. It is up to the hospital buyer to do something more than 
just buy. He should, through study, investigation of uses of materials in 
like institutions, and practical and laboratory tests if necessary, ascertain 
what is the best commodity for a specific use or at least what kind of com- 
modity will render the greatest percentage of satisfactory results for the 
dollar expended. His selection of a commodity will not always be right, 
nor will it always satisfy the user, but if he can back up his choice with 
indisputable facts and evidence there is not much chance for argument. 

It will readily be granted that our hospitals are buying various kinds of 
materials, each to be used for identically the same purpose. In making a 
selection some may be right, some half right, and others entirely wrong. 
There is usually one right material, or at least one best material, for every 
given purpose, and the capable hospital buyer should maké it his business 
in every instance to find the most suitable product. 

The supply requirements of hospitals to a large degree are identical, and 
I can think of no group that is in a better position than the hospital group 
to get together in ascertaining the best materials with which to accomplish 
the desired results. If the hospitals should select a group of ten commodi- 
ties which are commonly used and have each hospital report the amount 
of its yearly requirements, the purpose for which the commodity is pur- 
chased, and the price paid for it, some interesting variations in uses and 
prices would be disclosed, with convincing evidence that the selection of 
these commodities has been more or less hit or miss. 

There is often a reason for these variations—the prejudice of the hospital 
personnel for certain brands or kinds of commodities. Too often the hospital 
buyer, for the sake of harmony, is inclined in his buying to take into con- 
sideration the prejudices of the hospital personnel. These prejudices in a 
great many cases have their sole foundation in the fact that the prejudiced 
person has elsewhere used the commodity he favors, rather than that he 
actually knows it to be the best for the purposes intended. 


Another handicap to the hospital buyer is the fact that in his activities 


~ 1Read before the Iowa Hospital Association, Waterloo, Iowa, February 27, 1930, 
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he is often compelled to take into consideration the friendship of a vendor 
for some person having influence in the hospital’s operation. It is right 
and proper to favor our friends when all things are equal, but the hospital 
should not be called upon to pay a premium for good will. 

As a purchasing agent, I am convinced that where all things are equal it 
pays to concentrate as much business as possible in a few sources of supply. 
This tends to create accounts of a size in which the vendors are really 
interested, and if they are reliable, far-seeing concerns they will not 
jeopardize their interest in retaining your account by taking dishonest 
advantage of the confidence reposed in them. 

Another phase of economic hospital operation which has unlimited pos- 
sibilities is that of co-operative standardization and purchasing. The aggre- 
gate requirements for supplies of the hospital group are tremendous. We can 
visualize the very advantageous proposals we would receive if even a small 
part of our purchases were standardized and grouped for the reception of 
bids. “The greater the volume the lower the price” is a fundamental busi- 
ness principle. 

Another great advantage which would result from co-operative action 
on hospital requirements for supplies would lie in the ability to make 
use of standardized specifications. The volume of purchases of the average 
single hospital is not sufficiently great to interest manufacturers in turning 
out a product to meet their separate specifications, but I feel sure they 
would be greatly interested in the manufacturing of quantities which the 
aggregate purchases of the hospital group would warrant. The hospital 
should welcome the opportunity to buy supplies with definite standardized 
properties. 

The Federal Specifications Board of the United States Department of 
Commerce has available for distribution standardized specifications of thou- 
sands of commodities. These specifications have been established by this 
board in collaboration with the leading associations, societies, and manufac- 
turers interested in the materials involved. The buyers of many organiza- 
tions make use of these specifications as a guide in determining what prop- 
erties a material should possess to insure its maximal efficiency. 

It seems to me that the hospitals have not given enough collective thought 
to standardization and the use of specifications in the purchase of their 
supplies. There are single hospitals, of course, which have done so, but 
the maximal benefits of this procedure never will be realized until it is fol- 
lowed by groups. Administrators of hospitals have exceptional opportuni- 
ties for great benefits to their institutions in the sanctioning and fostering 
of co-operative action as it relates to group purchasing of supplies. They 
have done a great deal toward standardizing the procedures of other activi- 
ties but I believe they will agree with me that this function, which surely 
involves one of their major expenditures, has been somewhat neglected. 

The Educational Buyers Association, of which I am a member, is com- 
posed of the buyers for many of the colleges and universities in this country, 
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and has in force a number of group contracts which, together with methods . 
of standardization, have been the means of saving considerable sums of 
money for the institutions represented in the membership of the association. 
Is there any reason why the hospitals of the country should not enjoy this 
same advantage by co-operatively contracting for as many of their require- 
ments as possible? 


A PRIVATE GROUP PATIENT PLAN 


St. Mark’s Hospital, New York City, celebrates its fortieth anniversary 
with an announcement of a new private group patient plan by which patients 
of moderate means may be admitted to semi-private rooms at reduced rates. 
Laurence B. Elliman, vice-president, says that the 330 doctors on the staff 
of St. Mark’s have agreed to limit their fees to $100 for each patient admitted 
under the new plan, the fee to cover any necessary operation. and all subse- 
quent treatment during hospitalization. A maximum consultation fee of 
$10 has also been agreed upon, while the hospital itself has adopted, under 
this arrangement, a schedule of standardized fees so that any patient can 
know in advance the exact cost of his hospital stay, including all hospital, 
nursing, medical, and surgical care. A definite estimate will be set beyond 
which his expenses will not go. 

There are now twenty-seven beds available at the hospital for patients in 
the private group plan, and the completion of the present extensive building 
program will provide a total of 115 beds. 








HOSPITALS AND THE COST OF 
MEDICAL CARE 


FROM THE POINT OF VIEW OF THE GENERAL PRACTITIONER’ 


By ARTHUR T. HoLproox, M.D. 
Milwaukee 


F ALL PATIENTS who come to the general practitioner, including the 
6) rich, the poor, and those of moderate means, less than 10 per cent 

require hospital care, and of the 10 per cent many are referred to 
some specialist. 

It is evident, therefore, that the concern of the general practitioner with 
the cost of medical care in hospitals is very limited. Consequently, this paper 
will consider the problem more in its general aspects, but, in an endeavor 
not to diverge from the specific topic, will suggest possible relationships 
of these aspects to the hospital. For the purposes of this discussion I shall 
omit any consideration of fixed factors in the problem which seem to be 
more or less impossible of change, and shall confine myself to such factors as 
apparently present possibilities of modification. As has become customary 
in like discussions, I shall also omit a consideration of the cost of care of the 
rich and of the poor. 

The factors to be considered are: 

1. The traditional opposition to the discussion of the so-called commer- 
cial aspects of medical practice. 

The traditional custom of charging fixed medical fees. 
The lack of available economical nursing service. 

The inconsiderate hospitalization of patients. 

The unnecessary consultation of specialists. 

It is, of course, evident that such a list is far from complete and fails 
to include many important considerations. It is likewise evident that 
such a list at once puts its sponsor on the defensive against the charge of 
a reversion from the highly developed status of our profession. In answer 
to these points I desire to emphasize at the outset that the subjects listed are 
those which seem to appeal most directly to the general practitioner, and 
that the thesis I wish to develop is that the difficulty under discussion has 
become a serious problem, in some measure, because the art of medical prac- 
tice has been illogieally subordinated to the science of medicine, and 
in the confusion certain standards have been set up which have worked 
to the detriment of an important branch of our profession and to the decided 
disadvantage of the patient who needs to count the cost. 

TRADITIONAL OPPOSITION TO THE DISCUSSION OF THE SO-CALLED 
COMMERCIAL ASPECTS OF MEDICAL PRACTICE 


One need not go back many years to recall a period when the subject of the 
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1Read before the Annual Congress on Medical Education, Medical Licensure, and Hospitals, 
Chicago, February 18, 1930. 
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business side of medicine was practically taboo. In my opinion, if there had 
been frank discussion of the dollars and cents aspect of practice during 
the development of our profession, nothing would have been lost to our 
dignity and there would have been a far more satisfactory understanding 
of the economic relations of physicians to one another, and of physicians 
and the public. 

Even to-day members of our profession are expressing alarm at the wide- 
spread consideration of the cost of medical care. They point to certain 
economic dangers to medical practice which are liable to be caused by such 
discussion. They believe the arousing of a public feeling that medical care 
costs too much will stimulate the organization of more free clinics of the 
municipal or endowed types; will cause a higher development of medical 
care on the part of large industries; will work a hardship in the collection 
of fair and adequate medical fees; and finally will engender paternalism and 
lead to some form of state medicine. Hospitals are particularly interested 
because of the efforts of large industries to secure rooms, wards, or even 
wings of their institutions for the use not only of their employees but of 
the families of their employees under the care of physicians selected by the 
industries or by the employees. 

In an era in which there is no subject too delicate or sacred for the most 
searching scrutiny and the most sensational methods of publishing and 
broadcasting, it is difficult to see how a subject of as much general interest 
as the cost of the care of the sick is going to be hushed up, camouflaged, or 
diverted from a free and frank discussion. If the medical profession has 
something to lose by such an open consideration of its commercial side 
there is certainly something definitely wrong with that side, and the sooner 
it is determined where the error lies, the better for both physician and layman. 

To facilitate that result, excellent committees are at work and various 
organizations are earnestly interested; to further that end, we are meeting 
to-day and I am to present one limited side of the subject. It is my definite 
conviction that when the smoke of all this controversy blows away, both the 
public and the profession will see the matter clearly and fairly to their 
mutual advantage and the bugaboos of paternalism and state medicine will 
fade away. 

Another aspect of the reticence in discussing the business side of medicine 
is presented by the unsatisfactory financial arrangement between the patient 
of moderate means and his physician. Our patients solicit medical and surgical 
care with nothing approaching a definite understanding of the obligation being 
incurred. Tradition has taught the layman that he is not expected to ques- 
tion his physician as to the cost of his service. He blindly accepts one side 
of a contract and leaves the physician to guess at his ability to pay. The 
man arranging for the care of his wife or child realizes that if he inquires 
as to the debt he is incurring, he may be accused of being mercenary 
even to mention such a matter; and yet he may silently permit himself to be 
led into a most embarrassing financial position which is unfair both to himself 
and to the physician. 
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The only rational solution of this difficulty is to break away from our 
illogical traditions and establish franker business relations with our patients. 
This may be accomplished as a perfectly acceptable and dignified procedure 
under proper circumstances. 

Fortunately, the concern of the hospital in this respect is minimized by 
more exact business methods; but in some institutions there could to advan- 
tage be a much franker understanding with the patient or his family as to 
what is included in the per diem rate for his room. It would spare the 
questioning of such items on the bill as laboratory analyses, alcohol for 
rubbing, or extra drugs. It would also be well to explain that the special 
nurse’s board will be charged and that there is a fee for the operating room 
and anesthetist, and something about the cost of roentgen examinations. 
The officers of a hospital, who are so familiar with the institution, must 
not forget the confusion of the newcomer, and must be in sympathy with 
his reticence to discuss the business side of his care. 


THE TRADITIONAL CUSTOM OF CHARGING FIXED FEES 


Time was when the physician's fee was looked on as a sort of honorarium, 
and occasionally one still detects a rather pleasant tinge of that feeling. 
However, for a great many years, through a general understanding or 
through the more definite arrangement of county medical society fee tables 
or the like, the profession has adopted more or less fixed fees for certain 
services. Charges for office calls in Gopher Prairie undoubtedly are different 
from those in Milwaukee and more different from those in New York; and 
yet each separate community knows its commonly paid fee. The custom has 
arisen of making these fees somewhat elastic and of adjusting them to the 
reputation of the physician and to the patient’s means. To my mind the 
variation in fee should be made far more general than is the custom, because 
of the frequent disproportion, one way or the other, between the fee and 
the service. 


I wish to make a plea for individualizing our charges with particular 


consideration of these three factors: the physician's qualifications, the patient's 
ability to pay, and the service rendered. 

The patient's ability to pay is often a dificult matter to determine. Intimate, 
continuous contact between physician and patient or family, such as our 
fathers experienced, is becoming less and less frequent, especially in cities. 
Hence the physician is less likely than formerly to know what his patient 
is capable of paying. It is wise, therefore, to make it a routine practice 
at the first interview with a patient, when it may be done without embarrass- 
ment, to secure sufficient data to give a fair appraisal of his financial status 
and responsibility. The place of residence, the business of the head of the 
house, the duties of his position, the vacation and recreational customs of 
the family, and like pertinent facts can be elicited by a few tactful questions 
and jotted down as a part of the record.- With these facts and a frank inter- 
view, if necessary, the way is paved for a just accounting. 

The adjustment of the fee to the service-rendered concerns the surgeon, 
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the obstetrician, and other specialists just as it does the general practitioner. 
One appendectomy may take twelve minutes in the routine of a morning's 
work, and the next may take two hours out of the middle of the night; a 
house call may take five minutes to glance at a chart or ask a question or 
two, and again it may keep the physician away from a busy office hour. The 
fee should be charged appropriately to the service and not under the influence 
of the memory of any fee table. 

I am sure that this adjustment of charges to meet the patient's circumstances 
and the service or accommodations provided is the accepted policy of most 
hospitals and laboratories. I am glad to testify that I have never yet known 
of the refusal of a reasonable request for such an adjustment. 


LACK OF AVAILABLE ECONOMICAL NURSING SERVICE 


One does not need to be an expert economist to realize that there is some- 
thing wrong in the picture of the competent nurse sitting for hours at a 
time idly chatting with a patient or members of his family, or reading the 
magazines with one eye on the clock, looking for a relief from the monotony 
of her job. It is not of her choosing. She has explained to the family 
that full-time nursing is not needed; but the man of the house has made 
up his mind that his wife or child is to have the very best care than can 
be provided. If he is’ rich, it doesn’t matter. If it means a sacrifice he will 
manage somehow. 

Those of us who know understand that the nurse is charging a perfectly 
fair fee for her services and that she is entitled to her hours of relaxation 
away from the sickroom; but we know also that there is a definite economic 
waste in the prevailing system of full-time nursing. 

Efforts have been made in various communities, with more or less success, 
to correct this condition and to provide satisfactory nursing service on a 
part-time plan. The fact remains, however, that, despite the organization 
of visiting or hourly nursing associations, the installation of group systems 
of hospital nursing, and the efforts of individual nurses to practice on an 
hourly basis, there has been but little success in securing the co-operation 
of physicians, nurses, and laymen in the establishment of an efficient system 
of part-time nursing that would -be widely enough adopted to have a 
marked effect on the reduction of the cost of medical care. 

Nevertheless, from my experience and observation I believe it to be a 
perfectly feasible, practical method of nursing, and consider it to be of impor- 
tance to any program seeking economy and efficiency in medical care. 

There is not time in this discussion to present details, but it may be 
emphasized that the success of such a system will depend on a thorough 
understanding and acceptance of the plan by both laymen and physicians, 
to whom it should be widely advertised. It should be developed not by 
individuals or small groups but by the larger nursing organizations in con- 
junction with their full-time departments. Such organizations could devise 
methods that would be as advantageous to the nurse herself as to the patient. 
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Each hospital, of necessity, would have to work out a method compatible 
with its particular system and policies. Whether it will be the group system 
or some other, the basic principle will be the same. It must be some method 
of part-time nursing that will employ the present idle time of the nurse in 
charge of the patient who cannot afford to pay for such uneconomic waste. 


INCONSIDERATE HOSPITALIZATION OF PATIENTS 


There is no argument about the convenience and the satisfaction of hospi- 
tal diagnostic observation and treatment from the standpoint of the physician 
and of the wealthy patient. Unquestionably, hospitalization becomes at times 
so important that it must be insisted upon regardless of the cost. 

There is no question, however, but that a great many patients are made to 
bear hospital fees that could be avoided. This is not a bid for carelessness 
in diagnostics or therapeutics; it is a plea against carelessness in subjecting 
patients to institutional examination and care when less side-stepping of home 
and office attendance and more painstaking, conscientious physical examina- 
tion, with the use of comparatively simple office laboratory equipment, would 
suffice for adequate results. 

Consideration of the convenience of the physician is frequently a matter 
of much expense to the patient. 

The same situation is true of the sanatorium. These institutions no longer 
are filled with the “nervous prostration” cases of the gay nineties. The 
physician making a diagnosis of “nervous prostration” to-day is under suspi- 
cion of having overlooked something, and so the sanatoriums are equipped 
to care for kidney disease, diabetes, hypertension, arthritis, endocrine unbal- 
ance, and other general ailments. 


With a sincere word of approval of the well conducted sanatorium and 
appreciation of its service, | wish to urge great discrimination in its use. 
Its patronage is abused chiefly because it offers such a simple method of 
escape from the senseless rehearsal of ailments, the baffling persistence of 
old complaints, and the day after day effort to cheer up the patient and 
offer some helpful suggestion. It is another burden that must not be shifted 
to a needy family until our last painstaking and truly patient effort has 


failed. 


From the standpoint of the institution itself, no first class hospital or sana- 
torium can afford to be cluttered needlessly; the more such an institution 
encourages the acceptance of the unnecessary patient, the lower becomes 
its grade. 

UNNECESSARY CONSULTATION OF SPECIALISTS 


As I come to the last factor to be considered, I realize that I am thrusting 
my head out of the trenches and am rather certain of being shot at. I will 
say at the outset, however, that I firmly believe one of the most important 
considerations in the whole matter of reducing medical cost comes under 
this very subject. 
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If one will stand off far enough to get a fair perspective of medical practice 
for the past fifty years, he will see the general practitioner in the forefront 
in the early years and will note his inconspicuous place in the background 
in later years. He will see gradually developed the honored position and 
the evidence of affluence on the part of a variety of specialists. The research 
workers and microbe hunters are also well out in front of the general practi- 
tioner, who has begun to wear a sort of apologetic expression as though he 
wondered if he really had any right to be in the picture at all. 

It is not strange, with this appraisal before him, that in these later years 
the young physician hesitates to become a general practitioner, regardless 
of what his special desires or his temperamental or acquired qualifications 
may be. If he is an exceedingly well educated and capable young man, with 
unquestionable background, his professors in college, his attending men in 
the hospital, and possibly his friends at home will think it strange that he 
does not select surgery, dermatology, obstetrics, pediatrics, or some other 
specialty in place of general practice. And in that very attitude of discourag- 
ing highly qualified men from becoming general practitioners lies much of 
the explanation of the high cost »f medical care. 

It became the fashion to consult men who announced themselves as special- 
ists. Naturally the high grade student saw the opportunity, readily qualified 
for it, and left general practice, for the most part, in the hands of the second 
rater. The better man who preferred general practice soon realized his status 
and sometimes tried to camouflage the situation by calling himself an internist. 


It would be puerile to discuss the value and the absolute. need of the 
specialist, the research man, the laboratory expert. It must be clearly under- 
stood that in this presentation there is no spirit of belittling their attainments 
or position. Yet, on the other hand, I believe it to be profitable to discuss 
the value and absolute need to medical practice and to the public of the 
general practitioner. 

I have no illusions about the shortcomings of the man in general practice, 
no illusions about the advance our profession has made since the day when a 
physician’s daily list included a case of measles, an obstetric delivery in the 
home, the snipping off of a pair of tonsils, and an insurance examination. 
I know how cheap sentimentality enshrined the general practitioner of the 
melodrama who spent considerable of his time pushing his way bravely 
through snowstorms to cottage doors, operated in the kitchen by candle 
light, and watched all night beside the child’s bed, contemplatively stroking 
his long beard. That type has gone just as surely as has the surgeon who 
operated in his frock coat and eagerly watched for laudable pus. 


The type of general practitioner to whom I refer is a thoroughly prepared 
man who is by temperament and education fitted for the job of taking care 
of sick people. He must invariably have two qualifications: competence 
and honesty. He must be intelligent and exceedingly well prepared in order 
to be competent in the broad field of his work, to make the diagnosis, to know 
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what to do therapeutically. He must be able to recognize conditions that 
are beyond his knowledge and skill, and to be honest, in both the popular 
and the scientific sense, so that under such conditions he will call assistance 
or refer his patient to a specialist. He is not going to fit glasses, take an 
obstetric case, or do an appendectomy unless he is practicing in a community 
where no one is more competent than he for the service. He might open 
a boil on a patient’s hand; but he would recognize a deeper infection in the 
hand, realize its dangers, and refer his patient to a surgeon if one were 
available. 

In the early part of his practice he will put into practical use the urinalysis, 
the sputum examination, the blood work he did as student or intern. Later 
on this will take too much time and he will make arrangements with some 
convenient laboratory or employ a part-time technician. Basal metabolism 
tests, electrocardiograms, and the more complex technical and time-taking 
laboratory work he will probably find to be more satisfactorily done outside 
his office. 

He will be found regularly at medical meetings but will not seek a place 
on the program or in the discussion unless upon an occasion when some observa- 
tions in the course of his experience will be of pertinent value. He will 
keep up with new books, journals, and reports, and will accept as a part of 
his armamentarium the facts of proved worth elicited by the research men and 
laboratory workers. Mackenzie has pointed the way by which this man may 
do his bit of research and make his contribution to medical knowledge. 

There is some danger, after his practice has become well established and 
profitable, that he will be invited to join a clinic group and become its 
internist. He knows he is not a specialist in internal medicine, and he 
realizes that it would be a gesture and a yielding to popular appraisals for 
him to announce himself as a specialist. 

I have no quarrel with the more or less popular group clinics. They 
are of value in diagnosticating and treating the occasional puzzling case, 
particularly in communities where hospitals and well equipped laboratories 
are not available. However, in my opinion, they and other forms of medical 
corporations have no place in any program for the reduction of the cost 
of medical care. They certainly cannot supplant the physician I have in mind, 
who, under a conservative estimate, in his own modestly equipped office and 
laboratory is able to diagnose and treat scientifically and satisfactorily at 
least 80 per cent of the cases that come to him. 

The significant application of this factor in our discussion to the hospital 
problem is that if the profession and the public can be made to realize that 
such a man as I describe deserves their commendation and support, and that 
he is serving his profession just as admirably as any specialist, more and more 
desirable men will enter this field, will be found adequate to the home care 
of many patients now hospitalized, and will leave the hospitals much freer for 
the service they are peculiarly adapted to give. 

Finally I wish to challenge the frequently expressed belief that nothing will 
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solve the problem of the cost of medical care but some deep, basic change, and 
to express a conviction that the present wide and frank discussion will bring 
about a better understanding and a satisfactory adjustment of fees, nursing, 
hospitalization, and a multitude of other elements, some of minor and some 
of major importance, and that prominent as a factor in the solution will be a 
new appraisal and recognition of the general practitioner. 
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HOSPITALS AND THE COST OF 
MEDICAL CARE 
FROM THE POINT OF VIEW OF THE HOSPITAL STAFF’ 


: By James B. Herrick, M.D. 
Chicago 


ORTY YEARS of continuous service on the staff of a large city hospital, 
Fk with frequent and more or less intimate contacts with other hospitals 

of various types, may easily produce:in the mind of the attending phy- 
sician certain impressions sometimes amounting to convictions regarding the 
question of the high cost of hospital care. Such views, based largely on 
personal experiences and observation rather than on a study of hospital 
reports, tables of statistics, and surveys by investigating committees, may lack 
much in scientific accuracy and may not be conclusive. Nevertheless, I 
venture to present some views of this kind in the hope that they may be at 
least suggestive, and possibly stimulating. 

At the beginning I wish to protest against certain loose statements that one 
sees in lay magazines and newspapers and even in medical journals. 

It is sometimes assumed that the increased cost of medical care is due to 
the operation of one cause. Remove this cause, and presto! the trouble is 
over. This is not so. The condition has gradually evolved through the 
working of a bewildering complex of interlocking causes, economic, social, 
and medical. The cure of the condition, therefore, is not easy-——it is difficult. 

Again it is wrong to say that any one group is “to blame,” in the sense 
that blame implies guilt. To condemn doctors, nurses, hospital authorities, 
the laboring man, the farmer, as though they had covertly committed a 
crime is unwarranted and is to prejudge the case without sufficient evidence. 

Then, I protest against the statement or insinuation that the increased 
cost is due solely or chiefly to the doctor and especially to his increased 
fees. This is too often thoughtlessly assumed to be the case The Survey 
Graphic for January of this year, which contains an excellent symposium 
on this subject, has on its cover in large type, “How Shall the Doctor Be 
Paid ?” This is either careless, sensational headline writing, or it is insidious 
partisan propaganda on the part of a journal supposedly broadminded and 
fair to all members of society. The doctor’s fees, the doctor’s requirements 
in the way of increased laboratory and instrumental equipment, are con- 
tributing factors in the high cost of hospital care but the entire cost cannot 
justly be laid at his door. 

I wish to comment briefly on several factors that are more or less directly 
concerned in the cost of medical care and to suggest a few changes. 

The hospital management.—Often the cost to patient might be les- 
sened by more rigid economies in hospital construction and management. 





*Read before the Annual Congress on Medical- Education, Medical Licensure, and Hospitals, 
Chicago, February 18, 1930. 
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A hospital may be architecturally attractive without being extravagant. 
Simplicity in decoration and furnishing is not inconsistent with beauty and 
utility. Expert planning has already saved expense in some hospitals. In 
this way properly located diet kitchen, drug rooms, lockers for clothing, 
closets, toilets, and dumb waiters save many steps, lighten the load, and thus 
cut expense. Smaller rooms often do as well as larger and are urgently 


needed. 

I know little about the cost and technique of running a kitchen, laundry, 
or heating plant. Yet I have seen trays overloaded with food that the sick 
man would surely not eat, but simply spoil for someone else. I have seen 
towels and bed linen unnecessarily soiled, or discarded when reasonably 
clean and fit for use. I have been in rooms where the temperature was 
almost unendurably high and more than once have seen unoccupied rooms 
where the temperature was over 80 degrees—a waste of heat. These are 
small items but in the aggregate they count. 

Ultimately there will develop, I believe, hospitals of various grades, just 
as to-day there are various types of hotels, railway trains, and steamships. 
De luxe hotels, limited extra fare trains, and giant high speed palatial ocean 
liners cater to one class. But more modest hotels, safe and reasonably fast 
trains, slower one-class boats, provide all essentials and comfort at greatly 
reduced rates. The one requirement that must be met by every hospital 
whether it be a charity hospital or one whose charges are high or moderate 
is that its patients, rich or poor, shall be given medical service and whatever 
conduces to the detection, prevention, and cure of disease. 

The nurses.—The hospital has assumed a double function as to the nurse. 
It not only gives nursing service to the patient but furnishes training to the 
nurse preparing for her profession. Improvements in both these functions 
have added to the cost of medical care. And the consumer—the patient— 
has to pay at least a part of this increase. 


Changes in nursing service would seem to be advisable. Rules are often 
too inflexible. There should be some way by which in suitable cases one 
special nurse might serve two or more patients. Service by the hour might 
be devised. Special nurses in wards should, under certain circumstances, be 
allowed. The patient who needs a special nurse should not, in order to 
secure such service, be obliged to rent a private room and to pay for the 
whole time of a private nurse or perhaps two of them when the part time 
of such nurse is all he needs and all he desires. There are cases, too, in 
which a trained attendant not necessarily a graduate of a literary college 
or of a three-year course in training school might meet requirements. 
Greater opportunity should be offered for the training and employment 
of male nurses, who are almost a necessity in certain types of illness. Surely 
some plan can be devised by which a more just distribution of nursing 
service can be effected and at less cost if only training school, hospital 
authorities, medical staff, and board of trustees get together with the will 
to work out some scheme in which the first consideration is the good of the 
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patient and not the good of the nurse or the doctor, or the convenience 
or discipline or smooth management of the hospital. 

Interns, residents, and medical students—To house and feed interns costs 
money. Yet they are regarded as so necessary that many hospitals pay the 
recent graduate a salary. In many hospitals, also, there are paid residents. 
Few who are familiar with the workings of a hospital dispute the statement 
that the addition to the cost of medical care imposed by the employment of 
interns and residents is more than offset by the increased safety and efh- 
ciency of the medical service rendered the sick. 

In many of our best hospitals medical students are admitted to the wards, 
where they receive a part of their training. There is a general agreement 
among those who have studied the situation that the best service to the 
sick is rendered in the hospital that participates in undergraduate or grad- 
uate medical education. The training of nurses and doctors and the search 
for new facts in medicine keep the hospital wide awake and progressive. 

Usually, and properly, the added cost of residents and medical students 
and free or cheap beds that are partly utilized for teaching purposes is 
apportioned between hospital and medical college. The improved service 
to the sick is a sufficient warrant for the additional cost, if there be any, 
to the patient. 

The patient.—Can the patient himself in any way help to lessen the high 
cost of his hospital care ? 

In some ways he can. He sometimes goes to the hospital when his doctor 
tells him it is unnecessary. Or he goes without consulting his doctor. There 
is a well meaning but often unintelligent and extravagant desire for thor- 
oughness in examination and treatment that is almost a fad. The hospital 
is thought to be the only place where such study and treatment are possible. 
There is also a notion that the more one spends for medical advice the more 
one gets. So there are expensive rooms, private nurses, repeated consulta- 
tions, many x-ray examinations. Much of this may be unnecessary. This 
is, as I have said, partly because it is the fashion of the day to be lavish and 
partly because when those who are dear to us are ill we feel that no expense, 
no sacrifice, is too great if it helps toward their recovery or adds to their 
comfort. Good judgment is often replaced by emotional anxiety, as it has 
aptly been phrased. 

It is often said that if patients would swallow their pride and consent to 
go into the ward they would receive as good medical and nursing care as 
is provided in the private rooms. Here there is a good deal of psychology, 
or perhaps one might say human nature, involved. Doctors and nurses 
are human. Some of them are like the porters on the Pullman car who are 
prone to dance attendance on the occupant of the drawing room while the 
upper berth passenger is treated rather shabbily. This officious type of 
hospital attention may be construed by the patient as better service when 
really it is not. Patients fail to realize that the kind of service given by 
nurse or doctor depends fully as much on what kind of individual the patient 
is as on what he pays for his bed. The sweet-tempered, uncomplaining 
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charity patient in the ward is generally better cared for than the wealthy 
private room patient who is crabbed, dictatorial, and fault finding. On the 
other hand, doctors and hospital authorities at times overlook the fact that 
acute mental suffering is involved when a sensitive and modest individual 
is forced to go into a ward. Not only may there seem a certain loss of self- 
respect, but the sense of privacy is outraged. “Any kind of room, doctor, 
no matter how small or rudely furnished it may be, but give me privacy,” . 
is often the cry. Can you blame them? It is this feeling that drives the 
patient who really cannot afford to assume the financial burden into the 
expensive private room. 

Medical equipment, laboratory, and special instrument expense-—How to 
adjust charges for operating room, anesthetic, x-ray work, and the various 
kinds of laboratory work is a difficult problem. Several plans have been 
tried and none seems entirely satisfactory. One difficulty is that laboratory 
tests and instruments of precision have multiplied so rapidly that the hos- 
pital has had a hard time trying to keep up and adjust service and charge. 

These charges to ward patients and patients of moderate means are gen- 
erally too high. When the x-ray department shows a substantial profit at 
the end of the year and when one learns of the really low actual cost of a 
Wassermann test, it seems that the fee bill is wrong. Charges would be 
more equitable if they were shaded to suit not simply the ward patient as 
one class and the private room patient as another, but each individual. The 
general laboratory charge of two or three dollars made in many hospitals 
has always seemed to me an objectionable way of raising money. Generally 
an unpaid intern makes the examination, which is often a very perfunctory 
one. We might as well justify a charge for taking the patient's temperature 
or estimating blood pressure. 

The doctor—There are doctors who are unscrupulous as to charge and 
even dishonest as to diagnosis and treatment. These are outside the pale 
of discussion. They are to be classed with shyster lawyers, dealers in worth- 
less second mortgage bonds, and crooks in general. Their number, I am 
sure, is comparatively small. They have no place on the staff of a reputable 
hospital. 

There are doctors who, while honest, are yet commercially minded. They 
charge as high fees as they dare. Their commercialism may unconsciously 
influence their advice as to an operation or a stay in the hospital for observa- 
tion or treatment. It can only be suggested that the.morale of the hospital 
should be such that action of this kind will be frowned upon by others of the 
staff, or, in extreme cases, killed by disciplinary measures taken against the 
offender. 

Some doctors charge too much. This, I believe, is rarely the case with 
the poor. It is, sometimes, with the rich. The doctor’s mistakes are often 
the result of ignorance of the financial status of the patient of moderate 
means. The doctor may judge of financial ability because of a sealskin coat, © 
a diamond scarf pin, or a private room and nurse. He may not know that 
the sealskin is an heirloom from better days, the diamond pin a rhinestone, 
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the private nurse the donation of a friend. It should be more the custom 
for doctor and patient to have a frank talk as to the approximate cost of 
the contemplated stay in the hospital. It is false modesty on both sides that 
leads them to shun a free discussion of the unavoidable business aspect of 
the transaction. 


There are many ways in which the physician may lighten the cost for 
the patient. It may not be necessary for the patient to go to the hospital. 
The doctor may be able to do the necessary work in his office. An outside 
clinical laboratory may make the x-ray film and the electrocardiogram. It 
can estimate the metabolic rate and make the Wassermann test. 

Not all tests are necessary in every case. Some may well be omitted. 
To have a routine list of examinations to which every patient, irrespective 
of his illness, is to be subjected is mechanical and shows lack of judgment, 
and the burden of cost thus imposed upon the patient of moderate means 
is unjust. 

Consultations are unnecessarily multiplied. There should not be such a 
division of diagnostic labor that the physician, surgeon, specialist, or gen- 
eral practitioner should decline to examine in any field other than his own. 
He is ordinarily competent to pass on tonsils, the efficiency of the heart, a 
psoriasis. He can test for the Argyll-Robertson pupil, the knee jerk. He 
may be able to tell hemorrhoids if they are external or to recognize a uterine 
fibroid, at least if it can be felt above the symphysis pubis. One of the 
strongest arguments in favor of the group clinic is that the consultation and 
laboratory fees are merged in a general charge that is usually much less than 
the itemized bill for special service rendered the patient by the ordinary 
hospital. 

Finally, doctors could often shorten the hospital stay. They are remiss 
in this respect. 

Hospitals are becoming too standardized. The rules are too fixed. There 
is an inflexible scale of prices. Doctors also get into a rut as to examina- 
tions, treatment, fees. The patient of moderate means is up against a hard 
proposition when he enters the door of such an institution. By the time 
he has gone through the machine he may be so deeply in debt that it will 
take months or years to get out. 

If there is one suggestion the attending physician would make to hos- 
pitals, nurses, and doctors, it is to treat patients not as a class but as indi- 
viduals, and to treat them as persons, as human beings, and not alone as 
cases. 

So far as possible, preserve the personal touch that meant so much in 
that ideal relation that existed between the patient of fifty years ago and 
the family doctor. If this is done, patients will be happier and better cared 
for and the burden of cost will be lightened. 
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HOSPITALS AND THE COST OF 
MEDICAL CARE ~ 
FROM THE POINT OF VIEW OF THE LAYMAN’ 


By WILFRED S. REYNOLDS 


Director, Chicago Council of Social Agencies 


OR THE PURPOSES of this discussion, the layman is he who is uninformed 
FF: the scientific facts and nature of diseases of man, untrained in their 

treatment, and unqualified in the expert consideration of all phases of 
human ills. In general, laymen are those who look to others for competent 
ministrations in illness. 


From the point of view of ill health and its qualified attention, the laity 
of every community is universally concerned. In this, as in no other phase 
of life and as in no other professional service, the layman and the health 
expert are universally bound together. 


THE BASIS OF THE LAYMAN’S POINT OF VIEW 


The financial implications in any human transaction are powerful influences 
in shaping opinions and attitudes about the values of that transaction. In 
the matter of health and its preservation this economic-psychological rule 
operates. The points of view of laymen regarding the cost of medical care 
must be understood in light not only of their economic status but of their 
knowledge of the requirements underlying the medical profession and the 
complexities of specialization for diagnosis and treatment of disease, their 
motives, their mental processes, and all the elements of character that bear 
upon human decisions and actions. 


Laymen represent all degrees of economic states. They live in and are 
a part of many and varied social and conventional standards of living. They 
are uninformed for the most part regarding the significant facts and aspects 
of health and all that goes into its repair, its improvement, and its preserva- 
tion as applied to individuals and groups of people in their varied positions 
and conditions of life. Laymen are influenced by their personal experience 
with doctors, nurses, hospitals, and other necessities included in dealing with 
disease, by the experiences reported to them by their friends and acquaintances, 
and by what they read in publicity columns. In the light of such back- 
grounds, opinions and points of view about the cost of medical care are apt 
to be based somewhat upon guesses, sentiment, and emotion. 


That there are questions in the mind of the laity regarding the cost of 
medical care cannot be denied. These questions, whether by the laity or 
not, have been “whipped” into controversies as to causes and the location 
of blame for alleged high costs. Many articles, some by authors representing 
the lay point of view and some by medical authorities, have appeared promi- 


1Read before the Annual Congress on Medical Education, Medical Licensure, and Hospitals, 
Chicago, February 18, 1930. 
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nently in popular magazines, newspapers, and professional publications. 
With a few exceptions these discussions are characterized by the absence 
of impartially and scientifically developed data bearing upon the points under 
discussion. It would seem fair to say that in general people mildly wonder 
how a just economic relationship between the purchasers and dispensers of 
health can be worked out. 

I have in mind a community largely rural, comprising a town of about 
two thousand population and a countryside measured by a radius of five to 
eight miles. Thirty years ago the general practitioner, with an office in the 
village and with a horse and buggy, served the families of this area in all 
instances of health needs at the rate of two dollars per home call and fifty to 
seventy-five cents per office visit, depending upon the drugs dispensed. Except 
for surgical work, which was rare, the local doctor supplied all the service. In 
this community the living standards were comparatively uniform. The charges 
for medical care fell uniformly upon the residents who found it necessary to 
call the doctor. There was little question about “high costs” and the transac- 
tions involved in being sick and being doctored ran as smoothly as eating 
and paying the grocer’s bills. 

In due course, a member of the second generation of this community 
migrated to one of the country’s metropolitan centers. The cost attendant 
‘upon the arrival of a baby in this new home and in this new environment was 
$230 and included fees to the specialist in obstetrics and to the private hos- 
pital. In this same city one may find instances of mothers who have had 
babies in their own homes, attended by a qualified physician and a nurse, for 
$75. Or, one may also find families paying as high as $500 to $1,000 for 
the arrival of a single baby. In this community are many levels of social 
and living standards. There are many choices open if one wishes to shop 
for medical care. If one doesn’t shop the rate of cost is set somewhat by 
the level of the particular stratum of society in which one moves. 

Regardless of the causes which have brought about the contrast between 
these two communities, the contrast does exist and it represents certain devel- 
opments that go into the background of lay thought and constitute legitimate 
cause for questioning, even on the part of the layman. 

It is reasonable to assume that the layman’s point of view regarding the 
cost of medical care is colored by his economic place in the community. 
If he is one who has plenty of financial resources at his command he is apt 
to be satisfied to’ pay the charges set for the particular service rendered in his 
case. He is likely to accept what he understands to be the basis of charge 
arrived at by those who serve him. He constitutes a very large group in 
any metropolitan city, and the larger his group the more customary becomes 
the policy that governs the rates of charges made for the services rendered 
those of his group. His point of view, then, is one that is likely to lead to 
satisfaction so far as his part in the transaction is concerned. 

But what of those of limited financial resources? In this group are those 
of small income, self-supporting, but with little margin, and those whose 
incomes are barely sufficient to maintain the family under normal circum- 
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stances of employment and health, and whose resources are quickly depleted 
in response to any unusual strain, such as unemployment or illness. The 
growth of methods and facilities in the care of illnesses has been such as 
to provide rather liberally for the latter, or submerged, group. The medical 
policy in America has been to give freely the very highest grade of care 
and treatment to the dependent group. The viewpoint developed among 
members of this class is likely to lead to a passive acceptance of the situation 
and in some instances may contribute not to the strengthening of the morale 
of independence but to further dependency. 

Men and women of small incomes but self-supporting under normal con- 
ditions, usually referred to as the great middle class, appeal to the average 
layman, in the light of his limited knowledge of the factors involved, as the 
group in which the cost of medical care seems to be a real question. Laymen 
of the well-to-do class know in a general way that the physician, the specialist, 
and the hospital adjust charges according to their judgment of the patient's 
financial ability; and they also understand that the higher fees which they 
pay are thus spread to make up the deficit caused by the limited financial 
ability of the middle group. While this policy of “rate setting’ upon the 
basis of the physician’s judgment of the ability of the patient to pay, as now 
operating, is well known, there is a question if it will endure as a satisfactory 
answer to the doubts in lay minds. 

As stated by the Committee on the Cost of Medical Care at the outset of 
its important undertaking, “The one great outstanding problem before the 
medical profession is that involved in the delivery of adequate scientific 
medical service to all the people, rich and poor, at a cost which can reasonably 
be met by them in their respective stations in life.” This is not easy, the 
statement continues. “An employee of a large corporation recently consulted 
a physician about some ‘rheumatic’ pains. Examination of his teeth indicated 
that he was in immediate need of extensive dental work. When told what 
was required, he replied, ‘I can’t afford to have it done.” The physician 
was greatly surprised to find that in one year this man had expended his 
entire surplus of $10,000 for major operations on two members of his family, . 
involving hospital care, convalescent care, surgical and medical attendance, 
nurses, laboratory, anesthetics, and ambulances. 

The economic route of health in its repair and maintenance is jagged 
and rough. There are precipices, wide gullies, and steep inclines which are 
baffling and disastrous both to the patient and to those who render him service. 
It is doubtful if the high cost of ill-health can be attributed to the overpay- 
ment of physicians as a group. On the other hand it is doubtful if the income 
of the majority is adequate. While there is complaint among the laity 
about high medical costs, there is also dissatisfaction among medical per- 
sonnel because of low income. 


RESPONSIBILITY OF THE LAYMAN AND THE MEDICAL EXPERT 


There is a responsibility in this situation lying at the door of the layman. 
There is also a responsibility resting with the medical group. Authoritative 
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facts about illness, its economic and social implications, are important informa- 
tion for the general public. The Committee on the Cost of Medical Care 
is bringing these facts to light. Their simple but clear presentation is desirable. 
The layman may profit by knowing that people on the average are disabled 
by illness at least once annually, men once a year, women once or twice, and 
children more than twice each school year; that both men and women on 
the average lose seven days each year from their regular duties because of 
illness; that instances of illness are unevenly distributed over the population, 
about 25 per cent falling ill each year; that there are approximately 1,500,000 
persons employed in health work and the care of illness; that in the United 
States there are more physicians per 100,000 population than in any other 
country in the world; that these physicians are unevenly distributed, the dearth 
being in the rural areas; that the range of basic charges for hospital care in 
the United States shows that 93 per cent of beds in small wards, 72 per cent 
of those in semi-private rooms, and 20 per cent of private rooms can be had 
for five dollars each and less per day; that illness often creates an emer- 
gency because its advent is sudden and unforeseen; that the average patient 
may frequently find himself in dire need of treatment under conditions 
making it difficult, under the present system, to meet the costs of his care. 


The medical group is aware of these and similar facts and it is the duty 
of the profession to make them known to the public. On the other hand, bus- 
iness men and others of the laity suspect, as pointed out by Edward A. Filene 
of Boston, that “while the science of healing has been making tremendous 
strides of late, the business of healing has been lagging woefully behind.” 
This may mean as much underpaid service as overcharge to patient. The 
layman accepts as medical progress the changes in methods and practices, 
such as more universal hospitalization, the advent of scientific laboratory tests, 
the specialization in diagnosis and treatment, the application of preventive 
measures, the interrelation of subtle causes and apparent symptoms, and other 
outgrowths of medical research brought to light through the devoted efforts 
of the medical profession. It is the method of making use of these vital 
discoveries that is questioned by the people. The people question partly 
because the experts question. Under the prevailing system, specialization, for 
example, gives rise to a successive tour of search by the patient among the 
specialists, in which the patient may discover not satisfactory relief but 
differences of expert opinion about his case and its needs. The patient notes 
the cost and wonders. Such experiences, together with the doubts regarding 
the soundness of wide fluctuations in charges made to the well-to-do, to the 
needy, and to those in moderate circumstances, reduce confidence in the 
business of healing. 

But there is something to be said about the layman’s part in this business 
of healing. If, on the average, each person is ill once within a year and 25 
per cent of us suffer illnesses each year, what about budgeting to meet the 
certain cost of illness? Granting the science of medical practice has economic 
defects, that fact does not license persons in moderate circumstances to neglect 
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to make provision for the costs of medical service. Neither does the sudden- 
ness and emergency nature of our illness or that of our loved ones justify the 
relegating of the business phases of the arrangement to sentiment or to the 
generosity or otherwise of the doctor. If the American family practiced the 
same thrift in budgeting for medical care that it shows in meeting other no 
more certain, but perhaps more apparent, family needs, and applied the same 
business practices in contracting for medical costs as in buying furniture, a con- 
tribution would be made toward the problems of our discussion. 


As the layman looks squarely at the workings of the American system 
covering the transactions between producer and consumer of medical prac- 
tice, he notes certain unique factors or relationships which, because of their 
uniqueness, have colored in a peculiar degree the whole process. He realizes 
the extremely personal character of illness, and its emotional effect upon 
the patient and upon those in close touch with him. He sees the corresponding 
highly intimate, and at the same time professional, relation borne by those 
who minister to the patient’s welfare. In this there is a combination of human 
and spiritual factors intermingling in a process in which producer and con- 
sumer lose their identities, as such might in any sense be comparable with 
the parties to a business transaction. Material considerations are lost sight of, 
particularly by the patient, and often by the truest practitioner. Yet the same 
layman understands that to-day the practitioner must not only maintain his 
own peculiar effectiveness with the patient and his needs, but must also make 
available to his patient the wisdom and skill of his entire profession. 


The layman sees, further, that to insure this fine type of understanding 
relationship between doctor and patient, to bring this type of qualified service 
within reach of every man, woman, and child, requires that a scientific pro- 
cedure similar to that which has already so greatly developed the technique 
of individual treatment of patients be applied in the adjustment of the busi- 
ness of health repair and preservation. He knows that as yet this has not 
been accomplisned. He ventures to suggest that business principles and the 
fundamentals of medical practice in the broad sense may find a point of 
merging; that doctors will ponder and find in the organization methods of 
business certain principles applicable to organization in health service; that 
lay representation in other fields of human endeavor may understand the 
factors in medical practice essential for conservation; and that gradually 
a service will be perfected which will be a burden to no one who receives it, 
give adequate compensation to those who render it, and reach all who need 
it with a maximum of healing effect. 
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FROM THE POINT OF VIEW OF THE HOSPITAL’ 


OT SO LONG AGO the hospitals of our country were in the homes of 
N our people. Practically all of the medical cases were treated and 

most of the surgical operations were performed under home conditions. 
Children were seldom taken to the hospital and obstetrical practice in the 
hospital was neither desired nor encouraged. 

The surgeon’s armamentarium was his surgical case, the kitchen was his 
surgery, the cookstove his sterilizer; his anesthetic apparatus was an ether 
cone or a chloroform mask; laudable pus was devoutly prayed for, and when 
these prayers availed not, infection was made certain by the liberal applica- 
tion of the powdered antiseptic, thus insuring a long, tedious convalescence 
—in those instances where the patient survived the multiplied hazards of the 
prevailing technique. 

The nursing was done by the patient’s family, who compensated for their 
lack of technical training by faithful service to the patient and a soothing 
kindness that greatly contributed to his comfort and cure. 

The hospitals were largely confined to the metropolitan centers, where 
conditions were somewhat better but in few ways subscribed to our present 
day ideas of hospital standards. Most of them were of comparatively cheap 
construction. The average cost of building and equipping a hospital was 
$1,000 per bed. The hospital contributed little to the education of the 
intern or nurse, and only a desultory effort toward medical and surgical 
research. 

Under such conditions the efficient care of the sick, either in the home 
or the hospital, was seldom possible. Surgical mortality ran high, diagnoses 
were uncertain and only occasionally correct. Treatment was empirical and 
long continued. Everything—medical fees, drug bills, nursing service, hos- 
pital care—was inexpensive and the patient complained of the cost of medical 
care and entered the hospital as a last resort. 

As inexpensive as all these things were, they were far more costly to the 
patient then than the services he receives to-day. His confinement to his 
bed or room was always long drawn out, whether he was suffering from 
disease or convalescing from a surgical operation. Mortality ran high and 
morbidity was frequent and long continued. The operated appendix case 
seldom left the hospital or his bed before twenty days and his convalescence 
consumed another month. Pneumonia made an invalid of the patient indefi- 
nitely while typhoid or intermittent fevers prevented his return to productivity 
for weeks and months. Many avoidable deaths occurred through unrecognized 
symptoms or delayed remedial procedures. 





1Read before the Annual Congress on Medical Education, Medical Licensure, and Hospitals, 
Chicago, February 18, 1930. : 
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The hospitals operated at that time with what few facilities were then 
afforded—usually inexpensive in character and consisting of a place where 
the patient might be comfortably cared for—a small surgery equipped with 
indifferent lights and an operating table and inadequate sterilization appara- 
tus. The surgeon, as a rule, furnished his own instruments, the physician his 
own diagnostic equipment. The bacteriological and pathological laboratories 
existed but’ they too- were elementary and incomplete, and the x-ray depart- 
ment was just in the course of development. 

My own recollection runs back to those days. The cost for hospital care 
at that time was given serious consideration and patients would not go to 
the hospital because of the difficulty in finding funds to pay the doctor and 
the hospital. The complaint that the cost to the patient of moderate means 
was beyond his financial resources was as much in effect in that day as it is 
to-day. 

Then followed the evolution of the hospital—the crowding into cities. 
The experience of a large number of physicians, called together in time of 
warfare, coming into actual practice under actual hospital conditions, the 
experience of the patients themselves in receiving better care in these hospitals, 
combined to make both physician and public hospital conscious. The physi- 
cian soon learned to take his patients to a hospital, satisfied that in a well 
equipped institution he was able to do his best professional work. The 
specialties developed and the physician, instead of depending upon his own 
knowledge of medicine, of physical diagnosis and symptoms, grew more and 
more to depend upon the rapidly developing accessories to diagnosis, upon 
the expensive x-ray, the bacteriological and pathological laboratories, and 
the instruments of precision, all of which cost too much for each physician 
to buy for himself but could be purchased for the common good of all patients 
when admitted for care to the hospital. 

The seed which Billings had sown in Baltimore grew and yielded an 
abundant harvest. New hospitals were built in all of our metropolitan cen- 
ters, and our smaller cities developed a hospital program. The pendulum 
of hospital planning swung from the economically operated ward to more 
expensive private and semi-private rooms. Fireproof construction was insisted 
upon and increasingly large sums were expended in the construction of 
hospital buildings which portrayed far more architectural beauty than per- 
fection of utility. 

Not only did the cost of construction of hospitals increase, but the cost 
of operating these institutions became a serious problem. The staff thought, 
and thought rightly, that they should be provided with all things which 
would make possible efficient care of the patient. Little consideration was 
given to the cost and small concern to where the funds were to be found 
to pay for them. The fact that this new equipment and the additional 
department were necessary for the proper care of the patient and his speedy 
restoration to productivity was sufficient reason in the minds of hospital 
trustees, staff, and director for their installation. 
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To the care of the sick, other responsibilities were added to our hospitals. 
Because of these added facilities and the opportunities which the hospitals 
afforded, they became educational centers for the training of medical gradu- 
ates, interns, pre-graduates in medicine, dentistry, and allied professions, of 
nurses, social workers, and dietitians. They became centers of medical 
research, where both clinical and laboratory material was at all times 
available. They became schools of training in preveritive medicine and 
public health. 

All of these added responsibilities the hospitals are discharging faithfully 
and acceptably. But to conduct these activities properly, the costs of hospital 
operation were appreciably increased. No adequate provision for their 
financing by endowment or otherwise had been provided. The hospitals are 
performing these intangible services willingly but without compensation. 
And so our hospitals have developed and medical education has become 
hospital education. 

It is not germane to suggest the rules of political economy in this discussion, 
but it is fitting to remind our hospital critics that in any democracy where 
the benefits are participated in by all, the cost of such benefits should be 
shared by all. 

It has always been a tradition in the medical profession, and with greater 
emphasis in hospital history, that the indigent sick must be cared for. The 
whole hospital idea was conceived in charity. The poor of all the centuries 
have looked upon hospitals as their haven, where they could go, be taken 
care of, cured of their ills, and helped to live, without money and, when 
the exigencies compelled, without price. 

The poor are fatalists when illness threatens, and they keep in character 
when hospital care becomes an actuality. They are always confident that in 
some way and at all times in their necessity the hospitals will provide. 

The hospitals would not have this fine old tradition depart from them. 
They will continue to take care of the patients who come to them as long 
as there is an available bed, whether such hospital care is paid for or not. 

The hospital’s burden of the cost for the care of indigent patients is age 
old; the cest of the educational service it renders, of the maintenance of its 
research activity, and of its work in preventive medicine is as new as it is 
necessary. Whereas the hospital experienced a great deal of difficulty in 
operating under old conditions, it is unable to operate under existing improved 
conditions without additional revenue and still maintain the same rate of 
hospital charges as has previously governed. Neither physician nor 
public would have our institutions go back to the old order of things, 
and even if it were possible, the hospitals would not do so. Everything that 
the hospitals use and pay for, from labor to linens, has increased in cost far 
in excess of the hospital rates charged. Food costs run, higher. The cost 
of every sort of supply has almost doubled. The refinement of excellence 
seems to be the rule in purchasing, rather than the desired utility, and thus, 
through the insistence of the public and the staff, the hospital finds itself 
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obliged to contract for the expenditure of funds which it well knows cannot 
be earned with the income received for the care of patients. 

The experience of one of the best known hospitals in the United States, 
in conservative New England, is most interesting. This hospital has had a 
long record of faithful.service to its community and has been under the 
administrative guidance of one of the recognized hospital directors for thirty 
years, rating easily among the first half dozen in the country. 

The cost of maintaining one patient one day in 1919 was $2.65; in 1920, 
$3.42; in 1921, $3.72; in 1922, $3.69; in 1923, $3.77; in 1924, $3.92; in 
1925, $4.20; in 1926, $4.29; in 1927, $4.73; in 1928, $4.71. 

This shows a progressive increase with the exception of the years 1922 and 
1928. There has never been any question of the quality of service at this 
institution and there can be no question of the ability of the director and 
the board of trustees in carefully managing its business. The record of 
this hospital is the record of every other general hospital in the United 
States 

The hospital administrator who is thoughtful has always given considera- 
tion to the mounting hospital costs and to their direct reflection upon the 
financial burdens of the patients. The hospital itself is a home for the 
sick and has been so since the first hospital was in operation. 

The patient of moderate means coming to the hospital to-day is no differ- 
ent from the patient of twenty or thirty years ago. When sickness 1s being 
considered few of us are provident. The sick day is that evil day long 
deferred which we all hope we will avoid, and fail to realize we must 
sooner or later experience. No sum has been appropriated out of our savings 
to provide against this evil day. It is one bridge which “Mr. Average 
Citizen” crosses only when he comes to it. In spite of the fact that the 
financial burdens of medical and hospital care will always be a surprise and 
a burden to him, because of his improvident policy, he receives far more to-day 
when he buys hospital service than he could purchase in any other staple 
necessity for the same amount of money. Health and hospital care are only 
expensive because we purchase them when we need them most—not always 
when we should have them. 

The hospital patient to-day is afforded every detail of environment that 
will contribute to his early return to health. In addition to his food and 
lodging he receives medical service, nursing service, and other care which, 
if it were purchased outside of the hospital, would amount to a great deal 
more than the amount he pays the hospital. The person of moderate means, 
as a class, improvidently spent in 1929 the sum of $1,250,000,000 for 
alcoholic liquors, which could not do him a particle of good and which, in 
all probability, contributed to the increased burdens of the hospitals in caring 
for him when he became ill as a result. This immense amount of money 
would operate every hespital in the United States for three years and 
leave a surplus for endowment purposes of over $200,000,000. 

During the year of 1930 “Mr. Average Citizen” will spend $1,000,000,- 
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000 for cigarettes. If he were provident and saved the price of one package 
of cigarettes out of every three purchased, the total savings would run every 
hospital in the United States for one year. 

We may remark upon these things which “Mr. Average Citizen” does, 
but we cannot correct them. He will continue to do as he always has done. 

The hospital administrator has for years been conscientiously striving to 
effect a reduction in the cost of hospital care. He is doing everything pos- 
sible to make that care more efficient and less expensive. That he has suc- 
ceeded would readily be acknowledged if a comparison were made between 
hospital operation and the operation of any other legitimate business. The 
hospitals, in addition to finding funds for their necessary supplies and labor, 
must assume the burden of cost of 25 per cent of their operation in the care 
of charity cases. The provision for the patient who is unable to pay for 
his medical services or his hospital care is the obligation of the state. The 
care of the patient of moderate means who is provident is the obligation of 
the hospital. The care of the patient of large means is his own responsibility. 
The hospital cares for the provident patient by charging a price for its 
services that is often below the cost of maintenance and by accepting the 
whole amount or as much as he can pay for this service. The hospital and 
the provident patient are in the same position as our universities and their 
students. The cost of educating a student at the university is far in excess 
of what the student pays the institution, and the cost of maintaining the 
patient of moderate means in the hospital is, in the vast majority of instances, 
far in excess of the amount of money which the patient pays for this service. 

The hospital superintendent is not so much concerned with the operation 
cost per hospital day. That has an artificial value, influenced largely by 
the bed capacity of the hospital, the quality of service rendered, and other 
considerations. But he is vitally concerned in the gross amount of his oper- 
ating disbursements and the ways and means of providing a hospital income 
to meet them. 

It is economically wrong and manifestly unfair to add to the financial 
burden of the patient who pays for his hospital service the cost of the care 
of the indigent patient. Philanthropy, which always includes the hospital 
as one of its favorites, contributes to the care of indigent patients but should 
not be charged with the responsibility of so doing. The state, and this includes 
the city or county also, should provide some equable compensation to the 
hospital for the service rendered the indigent patient, and the hospital should 
share, as it does, the cost of its service with the patient of moderate means. 

Hospital administrators have been thinking of the patient of moderate means 
with every dollar they have spent for his care and comfort and early return 
to health, and with every dollar he has paid the hospital for services rendered. 
They will maintain the hospital rates as low as is consistent with the efficient 
care of the sick. That has been their custom through all hospital history. 

The cost of hospital care for the patient of moderate means may be 
reduced: ; 
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HOSPITALS AND THE COST OF MEDICAL CARE 


When the capital investment in hospitals is confined to well built, well ven- 
tilated, well lighted buildings, adequately equipped to provide the best of 
diagnostic and treatment facilities for the patients. 

When a larger proportion of ward and semi-private accommodations at 
a rate much lower than that for private rooms is provided. 

When the public is educated to use hospital accommodations in keeping 
with its financial ability to pay for hospital service. 

When the public of its own choice selects moderate priced hospital accom- 
modations instead of expensive private rooms. 

When the patients are educated by their attending physicians and by the 
hospital authorities to use the floor nursing service provided by the hospitals 
at all times when special nursing service is unnecessary. 

When the cost of caring for indigent patients is equably distributed between 
the state and the hospital. 

When economy is exercised in the purchase and use of hospital supplies, 
equipment, and facilities. 

_ When the average citizen as a class provides in his budget or his fin&ncial 
arrangements against the day when he or his family will need hospital care. 

To all these ends and to many others the hospital superintendent is con- 
stantly contributing. It is believed by many thoughtful hospital people that 
the peak of hospital costs has been reached and that an appreciable reduction 
in these rates will be effected. 

It is reassuring to find that the Committee on the Cost of Medical Care 
has this to say: 

“A study was undertaken to ascertain how the hospitals of America are 
meeting the new demands made on them by these patients of moderate means. 
It was found that hospital executives are, for the most part, wide awake to 
the problems confronting them. Many of them are readjusting the services 
of their institutions—making changes in structure and administration—in 
order to provide facilities better adapted to the needs of patients of this 
class than have been provided in the past.” 
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REMINISCENCES OF FORTY YEARS IN 
HOSPITAL WORK 


By Emiry L. LovERIDGE 
Superintendent, Good Samaritan Hospital, Portland, Oregon . 


ETROSPECTION MAY NOT give us as much pleasure as looking forward, 
but it has its compensations. At any rate, we are sure of what is 
back of us. As we climb up the stairway of life we feel that each 

step is a goal, but as we get nearer the top each step seems but a small stop- 
ping place. If the next forty years witness the same advancement in hospital 
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EMILY LEMOINE LOVERIDGE 


A dean of hospital administrators. Born 1860, Hammondsport, New York; gradu- 
ated from Norwich Academy and Bellevue Hospital: came to Good Samaritan Hospital 
May 1, 1890 and established first school for nurses in the Northwest; was made superin- 
tendent of the hospital in 1905; on May 1 celebrates her fortieth anniversary of con- 
tinuous service with one hospital. 


work that has been made in the last forty, what will those who come after 
think of us to-day? 

Coming to Oregon forty years ago to establish the first training school 
for nurses in the Northwest, I found myself one of three graduate nurses 
in a city of 70,000 people and entering a hospital of less than fifty beds. 
The Good Samaritan Hospital was a two-story frame building in those days, 
situated six blocks from the end of a street car line. The place looked small 
after the rambling buildings of Bellevue. I had plenty of courage but needed 
it. For six long months I was very homesick for the East. 

In addition to being superintendent of nurses, I was the floor nurse and 
operating room supervisor, and in my leisure moments did any necessary 
work—sewing, cleaning, painting, etc—that there was to be done. We all 


[ 48 ] 





Y 


| 
| 





REMINISCENCES OF FORTY YEARS IN HOSPITAL WORK 


worked and no one grumbled, not even at the end of a perfect day of twelve 
to sixteen hours of labor, for there were no hours off, and sometimes no 
afternoons off, in our schedule. 

Our school of nursing, known at that time as the training school, started 
with five nurses, three of whom were on the hospital force at the time the 
school opened. All classes were held in the evenings. As instructress of 
nurses, I would Have enjoyed spending in sleep the time devoted to study, 
as would the tired students who had worked all day, but we had our 
hours of anatomy, physiology, or materia medica as expounded by our small 
text books. 

The nurses roomed in a dormitory near one of the women’s wards, and 
the superintendent’s quarters were over the same wards. We were always 
short of help. One of the three graduate nurses in the city was a charming, 
well educated woman and a fine nurse, always in demand, doing twenty to 
twenty-four hour duty at $3 a day, but in the hospital no one ever had a 
special nurse on any kind of case. It simply was not done. The superintend- 
ent of nurses was on call at all hours and for the first year I never knew 
what’ it was to have a whole night's uninterrupted rest. 

Our first operating room had a double window at the end ait a single 
one at the side. Mrs. Wakeman conducted the first operation after my 
arrival, and my Bellevue training of even that period received a shock. She 
described an operation she witnessed in another hospital, where she was 
impressed with the convenient place used for the threaded surgical needles. 
They were stuck in the window shade! Our needles were run in a piece of 
bandage and boiled with the other instruments, or “carbolized.” 

The cold water used was boiled by the night nurse. Each kettle had to 
boil for fifteen minutes and was then emptied into a large covered granite 
can. The hot water was boiled in the diet kitchen and was carried in large 
porcelain pitchers covered with bichloride towels. 

The field of operation was vigorously scrubbed and rinsed and washed in 
bichloride. We never felt that the patient’s skin was properly cleansed 
until it was red from the scrubbing. After this the field was covered with 
towels soaked overnight in a 1-1000 bichloride solution and wrung as dry as 
possible. Every surgeon irrigated, using a rubber bag which had previously 
been sterilized by boiling. Not only the field of operation but all of the 
assistants at the operation were irrigated at the same time, and clothing and 
shoes had to be changed after a morning in the operating room. Mops were 
used to get the water from the floor, sometimes during and always after an 
operation. The solutions of bichloride were kept in gallon bottles; 1-1000 
solutions were stained blue, and 1-3000 red. 

The gauze was unbleached. We bleached it with chloride of lime, rinsed 
it thoroughly, boiled it, and shook it dry. From gauze prepared in this 
manner we made our iodoform gauze, which was used in dressing wounds, 
with a bountiful sprinkling of iodoform powder beneath it. In making this 
dressing, the gauze was dipped into a mixture of glycerine and iodoform and 
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laid folded on a clean towel; then more iodoform powder was rubbed into 
the meshes. Naturally, the nurse who had charge of the iodoform gauze 
was not very popular with her neighbors on account of the odor. Often 
we used sea sponges, which had to be thoroughly washed and bleached with 
permanganate of potassium and oxalic acid. 

At each operation one nurse was assigned as official brow wiper, for at 
that time the surgeons and assistants did not wear face masks. A few of 
the surgeons objected, preferring to let beads of perspiration fall when and 
where they would. One surgeon dropped his eye glasses into an abdominal 
cavity, but we irrigated more than usual and the wound healed by first 
intention. ; 

Catgut was cut into yard lengths, wound on pieces of glass rods, put into 
glass jars, covered with alcohol, and boiled in a water bath for four successive 
boilings, at three day intervals. Preparing catgut was rather nervous work 
and there were several explosions during the time catgut was prepared in 
this manner. 

When we bought our first operating gloves, only the surgeon operating 
wore them, then they were used by his assistant, and soon everyone used 
rubber gloves during an operation. 

I recall the first abdominal operation performed. It took days to gather 
enough supplies and prepare them. The surgeon’s first assistant, who had 
been trained in the East, worked as faithfully as the rest of us. All went 
well during the operation until the ligature slipped from the pedicle and 
the patient died of internal hemorrhage. All of us were heartbroken. 

Sunday was our busy day for operations. It was the only day that the 
doctors did not schedule for office hours—and there was no golf! 

Our first ward beds had straw ticks, washed and refilled with straw during 
the interim between the discharge of one patient and the admission of another. 

For ordinary heat we used stone jugs, bricks, and quart bottles, all in 
flannel covers. A few selected rubber bags were kept for abdominal appli- 
cation. 

We had a diet kitchen in which each nurse in training served her allotted 
time. Here were made the soft diets, broths, etc. We sorted our milk 
in pans in the milk room. Some of these were skimmed for the cream and 
the thin milk was used for cooking. 

Flaxseed poultices and hot stupes were popular, especially turpentine stupes, 
-and both were made over an oil stove. We used gas for lighting purposes 
and for fuel in the dressing and serving rooms and in the diet kitchen. We 
had an occasional oil stove but burned wood in the kitchen stove and in all 
of the furnaces. 

In those days people frequently refused to come to the hospital—they 
were afraid of them—so the hospital went to the patient for operative work. 
All of the necessary paraphernalia was carried from the hospital. The kitchen 
table was frequently used as the operating table, and bedroom stands and 
marble top tables with the marble turned upside down were used for instru- 
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ment and sponge tables. ‘The operating room nurse usually went out a couple 
of hours previous to the operation and scrubbed everything. The tables were 
covered with bichloride towels and hot water was kept in pans and kettles 
on the stove. Occasionally members of the family helped. It was better to 
keep them occupied and away from interfering with our surgical supplies. 

The hospital was not equipped with elevators and everyone had to be 
carried up and down stairs. No one was ever dropped in this process of 
transferring the patient from one place to another in the hospital. Sometimes 
in making the transfer the stretcher was used, but more frequently the 
patient was carried in the arms of the nurse or orderly. 

The first elevator came many years later and every member of the hospital 
staff was especially proud when the elevator operators were able to make 
good landings. At about this time the first electric lights were installed in 
a new addition, and gradually they were extended to the old part. Before 
that our night nurses used tallow candles in tin candlesticks. It was one 
of the duties of the “probe” to clean those candlesticks daily. 

We fumigated with formalin, in a copper cylinder with a lighted kerosene 
lamp underneath. On one occasion it exploded a half minute after the 
kerosene had been turned off. 

We occasionally had fires in the hospital building, but only one advanced 
so far as to be dangerous. It started on the shingle roof and burned rapidly. 
We moved out all of the patients. An abdominal operation was being per- 
formed at the time and the surgeon finished the operation and then carried 
the patient to safety. Except for the water no harm was done and most 
of the patients were brought back that night. 

There were many interesting characters about the hospital in those days, 
and I recall one—an old darky named Andrew. He came to us blinded with 
cataract. After the operation his vision was restored and in gratitude he 
remained to work for the hospital. He was the most faithful of servitors 
and would undertake any mission no matter how difficult. He grew to be 
a part of the hospital and in 1915 when the D. A. R. presented a new flag 
to the hospital, Andrew was chosen to unfurl it at the presentation ceremonies. 

In those days we had a small isolation hospital and all contagious cases were 
immediately transferred to it, often with disastrous results. I recall one 
woman who had diphtheria, followed by almost complete paralysis and 
death. There was no antitoxin to be used in those days. Another interesting 
case was our first skin graft. The patient was a little girl with more than 
half her body burned. We all contributed skin and many of the grafts 
“took,” but she died of duodenal ulcer when half healed. 

The financing of the hospital was always difficult. We built our hospital 
on the installment plan as money was given us or as we saved it. The 
floors in different parts of the hospital were not all built on the same 
level for this reason. Our first two buildings have been replaced with 
fireproof structures. During one of the periods of building we erected tents 
with floors, piped water to them, and used them for the care of convalescent 
patients, and on at, least one occasion for our other patients as well. 
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Bishop Morris, who founded the hospital, very wisely purchased, or had 
given to him, two blocks of land, so we have always had land on which to 
build. We solved our nurses’ home problems by buying houses and repairing 
and moving them to the block not occupied by the hospital. 

Our first x-ray came out about 1903 and was located in a portion of the 
room designed for the pathological laboratory, crowding this laboratory into 
an exceedingly small place. 

All this seems to be very ancient history. Modern hospital work is known 
now universally. The x-ray department has advanced step by step; from 
devoting one small room to its use we now use a large suite. Since the instal- 
lation of a small x-ray coil the department has expanded until complete 
equipment has been installed, including deep therapy machines. 


From a pigeon-hole of a room and the service of an intern, the pathological 
laboratory has developed until it covers one floor of one of the wings, and 
the intern has been replaced with a full time pathologist and numerous assist- 
ants. 

The hospital employees were proud of each small advancement in those days 
and were happy in each step of their progress. 

The hospital had very large community interest. During one year of 
unemployment, we aided the unemployed by furnishing one hour’s work for 
each meal, our own employees acting as foremen for a given number of 
these unemployed. We painted, calcimined, scrubbed, washed windows— 
did anything to give them enough employment to earn a meal On one 
occasion we served 160 persons. 

Many other advancements have been made, and particularly in the training 
school. In 1915 the number of years of nurse training was changed from 
two and one-half to three years. In 1919 the working hours were changed 
from seventy-two to forty-eight, and in 1924 the first class of graduates took 
an examination before the state board of nurse examiners. 

Instead of one small operating room, the hospital now has eight modern 
ones. A physical therapy department has been installed and the hospital 
enlarged from an institution caring for fifty patients to one that now cares 
for over three hundred. Adequate quarters are provided for the nurses and 
help. A laundry, ice plant, and lighting and heating systems have been 
installed. Instead of burning wood we now burn oil. 

And so the hospital has grown and advanced and progressed until it has 
become a part of our city, and the most pleasing thing to me in hospital 
progress is the modern trend to do everything possible for the comfort and 
pleasure of the patient. There are beautiful rooms to please the eye, good 
music to please the ear—in fact everything that can give pleasure to the 
sick is done for them whenever and as often as possible. 
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HOSPITAL ECONOMIES' 
By Lucius R. Wison, M.D. 


Superintendent, John Sealy Hospital 
Galveston, Texas 


OSPITAL ECONOMY SHOULD start at the time the hospital is planned. 
H If a hospital is to be economically run, the building must be planned 

for that purpose, and an architect who is co-operative, experienced in 
hospital planning, and will consider the needs of the hospital as well as the 
architectural picture should be selected, together with a competent consultant. 
This consultant could easily be the person who will be the executive after the 
hospital is opened, providing his experience is such that he will bring to the 
architect the best building practices of to-day. If the executive is not 
experienced in building or planning, the board will find it quite economical 
to secure the services of a consultant to work with the architect during the 
planning of the building and the period of formulating specifications. Many 
reliable consultants are available to-day and are well worth the fee they 
charge, which is usually 1 per cent of the building cost. To attempt to 
discuss economies in hospital planning would require more time than is 
allotted me, so the subject will be passed with the admonition that too much 
attention cannot be paid to the embryo hospital, and costly errors will creep 
in unless care is exerted in the selection of the persons who are to plan the 
building. 

In administering the affairs of the hospital the superintendent has a 
solemn trust to protect and naturally should be the one to lead in hospital 
economies. The money to meet the deficits which from necessity occur comes 
from one or more of several sources, namely, endowment, taxes, community 
chests, or individual donations, and to squander money obtained from such 
sources is to break faith with the contributors. Furthermore, it might well 
mean that some deserving ill or injured person would be deprived of sorely 
needed hospital care because of lack of funds. 

The greatest economy can be secured by efficient organization of the hospi- 
tal personnel beginning with each department head and extending in all direc- 
tions so that the humblest employee is included. What could create more 
waste in the kitchen than to have the dietitian extravagant in the handling of 
food, wasting many things that could be used with little effort, or preparing 
much more than is needed to feed the patients and employees, and then mak- 
ing no effort to correct the errors? With such an example is it not reasonable 
that all kitchen employees would cultivate such practices? The same can 
apply to every other department. If the surgeon-in-chief uses two pieces of 
catgut when one is adequate, will not the junior members of his staff be 
inclined to follow his example? The superintendent must constantly strive 
to prevent waste of this kind, by knowing what is going on in each depart- 
ment. 


1Read before the First Annual Meeting of the Texas Hospital Association, Fort Worth, 
March 15, 1930. 
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How can this be done? Careful attention to the quantities purchased 
and regular inspection of the entire plant by the superintendent together 
with the superintendent of nurses, dietitian, and housekeeper, with a thor- 
ough inquisitive inspection of all medicine cabinets, lockers, linen closets, 
supply closets, ice boxes, and other storage spaces, will reveal many unsus- 
pected conditions. One ice box will contain fruit, eggs, or milk enough to 
run the division for several days. Such food will not last for several days, 
and the surplus should go back to the main kitchen for immediate consump- 
tion. Any such condition should be found on the day inspection is being made 
with. the dietitian or the superintendent of nurses. The head nurse who did 
the ordering and the person issuing the supplies should be corrected, to prevent 
a repetition of this carelessness. There is never a need for one division 
to hoard supplies, as any needed article should be readily available in the 
main store room should a division run short. ; 

An example of a common waste often indulged in by head nurses is the 
accumulation of rubber goods so that there will always be more than enough 
for any emergency. Rubber deteriorates on the shelf about as rapidly as in 
use and the storing away of a few hot water bottles, ice caps, catheters, and 
gloves to await the time of need will often result in finding such articles in 
bad condition when needed. 

The medicine cabinet need not contain large amounts of ordinary medicine, 
since the drug room is open every day, and should not contain any medicine 
that is rarely used. Sterile supplies should not be ordered from the supply 
room in larger amounts than can be used in the course of twenty-four to 
forty-eight hours, for such material might become contaminated and thus 
constitute a source of danger to the patient, or if the age of the supply is 
noticed, another sterilization is required. 

A waste usually unthought of in connection with the storing of supplies 
on the divisions is the excessive quantity necessary to equip the hospital. 
If a hospital contains ten divisions and each division contains a surplus of 
one or two of the same item, it is quite easy for the hospital to have on the 
divisions more of that item of supply than would be required to stock the 
store room adequately, thereby necessitating a duplication of the stock in 
the store room and over the hospital. 

A good way to prevent waste of food is to watch the garbage from each 
division. The usual method of doing this is to have the person who collects 
the garbage weigh the amount obtained in each serving pantry and kitchen, 
and enter the amount in a book kept for this purpose. At the time of enter- 
ing the amount he can also make a note if he observes a preponderance of 
any one food. Should he observe on a certain day that the garbage from 
several divisions contains a larger amount of any one food than usual, the 
dietitian should know of it, ascertain the cause, and prevent a repetition of 
this waste. The housekeeper should bring the garbage book to the superin- 
tendent’s office each morning so that he can check the amount from each 
division against the number of persons fed. An excessive amount of garbage 
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often means that the servings are too large or that the food is not appetizing, . 
and the dietitian should be informed so that the waste can be checked. Gar- 
bage for the entire hospital should rarely exceed one pound per person. 

It was suggested that careful attention to the quantity of supplies purchased 
would effect a saving. As an example of this, it is well to place on each of 
the hospital's printed forms the form number, amount printed, and the 
date. Then each time a new supply of each form is needed, it is quite 
easy to see how many copies were previously purchased and when. If the 
quantity of a particular form does not last as long as the use of it indicates, 
it is well to look into the conditions of its use and learn if there is a waste. 
Many forms make nice scratch pads, and since scratch pads are needed it is 
better to provide them and see that they are used instead of costly printed 
forms. By following the quantity of a particular form purchased, one might 
find that the quantity of the previous purchase was small and could be 
increased. The rate per thousand decreases as the quantity increases, and 
therefore it is well to buy as many thousand copies of a particular form as 
can be used over a period of several months. 

Much can be learned by watching the purchases of gauze, cotton, and 
adhesive. If there is an increase in the consumption of such supplies, it is 
well worth the hospital superintendent's time to investigate. When nurses and 
doctors carelessly waste these supplies, a reminder is in order that if one pad 
is sufficient an additional pad is a waste. Using strips of adhesive to post 
notices is expensive, and if applied to painted surfaces will remove the paint, 
but if care is not exerted, this convenient material will be used even though 
thumb tacks are available. Overzealous doctors and nurses in an effort to 
be doubly certain that a dressing will stay in place use twice the amount 
of bandage and adhesive that is necessary. Much can be accomplished in 
preventing waste of this kind by proper training of the nurses and young 
doctors in the use of these supplies and by constant supervision to see that 
their training is applied. 

Reclaiming gauze and cotton is an economy worth practicing. It is not 
a difficult procedure to have all dressings on each division placed in a special 
receptacle for this purpose, collected daily, sent to the laundry, sorted, 
washed, and returned to the supply room for stretching, and again made 
into dressings. The cotton and small particles of gauze should be baled 
and sent to a picking machine, to be made into large rolls of absorbent cotton. 
Reclaiming cotton costs about ten cents a pound and reclamation of gauze, 
about one cent a yard. 

Another piece of economy in the line of reclamation is the sale of used 
x-ray films, a practice popularized by the recent catastrophe. These films 
are worth about six cents a pound at the present time, which represents a 
reduction of 50 per cent of their worth before the Cleveland disaster. Very 
few hospitals of to-day are attempting to save all their films, especially those 
that are negative, and a small return can be obtained by selling rather than 
destroying them. 
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An unusual method of economy used by one hospital to prevent waste 
of the more expensive solutions, such as mercurochrome, is to spray them 
on the wounds instead of using a cotton sponge or attempting to pour just 
a few drops. 

Hospitals can obtain alcohol free of tax, while manufacturing companies 
must pay a tax of $4.40 a gallon or more. Many medicines requiring alcohol 
can be compounded by the hospital pharmacist at a price much less than that 
for which they can be bought because of the saving effected by the use of 
tax free alcohol. Tincture of iodine, elixir of terpin hydrate, liquor anti- 
septicus, and vanilla are common examples of this. 

A convenient and economical scheme of handling the carbon copy of a 
reply to a letter is to use the reverse side of the letter to which the reply 
is made. This not only saves a sheet of paper but saves filing space and 
insures the availability of the copy of the reply. 

Scrap paper, old magazines, bcttles, and burlap sacks have a value and 
can easily be disposed of for cash to junk buyers. This is a source of revenue 
often overlooked. Surplus grease from the kitchen can be utilized to make 
an inexpensive but good soap for use in the pantries to wash dishes and 
kitchen utensils. Some hospitals use this grease to make soap for their 
laundry. In case all the grease is not used for this purpose, the soap manu- 
facturers are glad to have it for about five cents a pound. 

Equally important to conservation of supplies is the purchasing of supplies. 
This business should be transacted in a well thought out and organized man- 
-ner. Some large hospitals find it desirable to have a purchasing agent whiie 
others let the department heads do the purchasing. In either case it is well 
for the superintendent to supervise or at least keep a close watch on this 
activity. Competitive bids should always be obtained and since this requires 
work, unless constant supervision is exerted, the person doing the purchasing 
will in many cases become careless and neglect this important step. A fre- 
quent scheme used in purchasing is for the department head to obtain prices 
on the articles needed, make out the order to the successful bidder, placing 
the competitor’s bids on the carbon copy of the order, and then bring the 
order to the superintendent for his signature. This gives him an opportunity 
to obtain a picture of the entire transaction with a minimum of difficulty. 
If the superintendent approves the order, he signs it and the original copy 
goes to the business firm, one copy goes to the bookkeeping office to be checked 
against the bill, and the person making the purchase keeps the third. 

Quantitative purchasing: is one method of obtaining good prices providing 
the hospital has ample storage space. Some hospitals effect quite a saving 
by purchasing a year’s supply of canned vegetables and fruit each fall im- 
mediately after the canning season. The requirements for the year are worked 
out, and a list is sent to each of four or five wholesale firms. - Each firm submits 
samples in line with the specifications of the list and quotations on each item. 
The total purchase will amount to several hundred cases, which is an order 
well worth working for, so the result is keen competition and good prices. 
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In case the storage space is not sufficient to permit purchasing a year's 
supply, a list can be prepared each month covering the requirements in 
canned food and groceries. While this list is much smaller, it will be large 
enough to create competition and favorable prices. The list of monthly 
requirements need not apply to the dietary department alone, but can be 
used with equal success in the purchase of supplies for the pharmacy and for 
the mechanical and housekeeping departments. 

In connection with quantitative purchasing, hospitals and other agencies 
in the same city frequently join together for co-operative buying, forming a 
purchasing bureau. This has proved to be of decided benefit in some cases. 
A similar organization was developed by a group of hospitals in New York, 
and any hospital, for a definite fee based on its size, can secure a membership 
in it. This organization is the Hospital Bureau of Standards and Supplies, 
and through co-operative buying for its members it has been able to make 
many contracts at very advantageous prices. 

In closing let me again point out that hospital economies are secured at 
the cost of perseverance and constant alert supervision. 


HOSPITAL DAY BUTTONS AND STAMPS 


A limited number of Hospital Day buttons, nine thousand in all, are 
available at ninety cents per hundred. Orders for these buttons may be 
sent direct to Association headquarters. Delivery will be made in sequence 
of receipt of orders until the supply is exhausted. 

The Hospital Day sticker stamps are available in any quantity at $1.50 
per thousand. Orders may be sent direct to Association headquarters or 
to the Physicians’ Record Company, 161 West Harrison Street, Chicago. 
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THE ADMINISTRATION AND PLANNING 
OF THE HOSPITAL PHYSICAL 
THERAPY DEPARTMENT" 


By WILLIAM H. WALsH, M.D. 


Hospital Consultant 
Chicago 


tarium (through the back door, to be sure), may now be said to be an 

essential division of the hospital’s activities and no hospital is completely 
equipped which fails to provide these newer elements so effective in the 
alleviation of suffering, the restoration of health, and the reconstruction of 
the injured. 

With the advent of physical therapy there have arisen many problems for 
the hospital executive to solve and the successful operation of the department 
has been found to depend largely upon the study and thought given to them. 

No attempt will be made in this discourse to touch upon the clinical aspect 
of the various modalities of physical therapy, since these points are so well 
covered by other essayists. An endeavor will be made, rather, to bring 
out those problems with which the hospital administrator is confronted, and 
to offer some suggestions which have been found helpful in a considerable 
number of hospitals. 


Pas: THERAPY, having gained admission to the hospital armamen- 


THE SCOPE OF THE HOSPITAL PHYSICAL THERAPY DEPARTMENT 
Coulter has very well defined physical therapy as “the scientific adaptation 
of physical measures and elements to therapeutic purposes”. If we may adopt 
this definition in assembling the hospital department we will bring together 
the following elements: 


Actinotherapy Radium therapy 
Hydrotherapy Roentgen therapy 
Thermotherapy Occupational therapy 
Mechanotherapy Massage 
Electrotherapy 


As we scan this list and pause to consider the potentialities of these elements 
and the extensive knowledge and -technical ability required to control them 
intelligently, it is apparent that the person in charge of such a department 
must be an exceptionally able individual, and that the proper assembly and 
co-ordination of the various units in different types of hospitals so that they 
may function efficiently is no mean task in planning. 


RADIUM AND ROENTGEN THERAPY 
Just why radium therapy and roentgen therapy are not usually combined 
in the small hospital physical therapy department is difficult to understand, 


1Read before the Annual Congress on Medical Education, Medical Licensure, and Hos- 
pitals, Chicago, February 18, 1930. . ” 
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and we frequently find these departments in such hospitals widely separated 
and under the control of different specialists. In planning new small hos- 
pitals, however, efforts are made to co-ordinate all of the elements of physical 
therapy so that it may be possible for one director to control all units. We 
have found that the scientific use of radium is considerably extended if those 
clinicians who require it may have the aid of one who is versed in the tech- 
nique of handling it and that, on the other hand, this highly potent element 
is often not considered when it is necessary for the clinician to handle it 
himself. 
HIGH FREQUENCY ELECTROSURGICAL APPARATUS 


The introduction of the highly complicated and delicate electro cutting, 
coagulation, and fulgeration instruments now available has presented another 
problem of some moment, and the cost of the maintenance of these delicate 
instruments is considerable when they are not properly controlled by those 
who understand their mechanism. If these delicate instruments may be con- 
sidered as physical therapy equipment, and are sent to the surgeon from 
that department in charge of a trained technician who will look after their 
operation, leaving to the surgeon the actual manipulation of the instruments, 
a great deal of trouble will be avoided and needless expense saved. 


OCCUPATIONAL THERAPY 


As a method of continuation of muscle training and co-ordination there are 
many occupational procedures of a useful nature which are extremely effica- 
cious and prove successful where other measures, less attractive, completely 
fail. There is a place, therefore, for occupational therapy in the general 
hospital treating acute traumatic cases, but here again the question of pro- 
fessional direction is paramount. Too many such departments are under 
the auspices and control of well meaning ladies’ boards, conducting the work 
as a social affair and quite independent of professional supervision. This 
activity should be under the direction of the physical therapy director and 
the actual work in charge of specially trained technicians. 


PERSONNEL OF THE PHYSICAL THERAPY DEPARTMENT 


The director—In considering the personnel of a hospital physical therapy 
department it is necessary also to consider the type and size of the hospital. 
In a teaching hospital or in those large hospitals of over three hundred beds 
in which both the radiological and physical therapy departments are well 
developed, it is impracticable as a general rule to place both departments 
under one head, and in such cases it is desirable to have separate directors for 
each. In the average hospital, however, which is the institution to which 
I believe we should give the most attention because it constitutes over 85 
per cent of the hospitals of the country, there seems to be na good reason, 
as previously noted, why radiology and physical therapy, as well as occupa- 
tional therapy, cannot be placed in charge of the same director, providing a 
qualified person can be secured. 
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In a number of hospitals inspected by the writer a few years ago, this recom- 
mendation was made and the radiologist was advised to perfect himself in 
the technique of physical therapy; to-day these hospitals are working on 
that basis in a most satisfactory manner. It is hardly necessary to state here 
that the director of either radiology or physical therapy must be a well educated 
physician, preferably one who has had the experience of general practice and 
good hospital training, followed by postgraduate work and special instruction 
in the use of the many elements of physical therapy. The practice of placing 
nurses or other technicians in complete charge of physical therapy departments 
is to be deplored, since the application of physical elements to the human 
system should be considered just as much a medical matter as the prescribing 
of drugs, which ofttimes are very much less potent. It should be remembered 
in this connection that one of the very important functions of the director 
of the physical therapy department is to make accurate diagnoses of the cases 
presented, for if this is not done the likelihood is that the proper elements will 
not be used, and poor results will ensue. 

The objection on the part of the medical profession to the use of the ele- 
ments of physical therapy by laymen and those who are not properly educated 
in medicine is based largely upon the fact that the diagnosis is of equal impor- 
tance with the treatment itself, and without a knowledge of the anatomy and 
physiology of the human system diagnosis is uncertain, to say the least. 

Technicians —Like all other branches of the art and science of healing, 
physical therapy is becoming more highly specialized, and in the selection 
of technicians it is desirable that an attempt be made to secure those specially 
trained in one or two of the elements. As a rule it is found that a woman 
who is highly accomplished in massage is not so adept in handling mechanical 
apparatus, though she is likely to be very useful in muscle training and 
hydrotherapy. Technicians accustomed to handling high voltage electrical 
apparatus are the most suitable for electro cutting and coagulation instruments. 
These comments, of course, apply more particularly to the teaching institu- 
tion or the large hospital, and, again reverting to our average institution, it 
is often necessary to have in smaller hospitals one or two technicians who 
are able to handle all of the various elements with equal skill. In such cases 
those selected should have the highest qualifications and from time to time 
they should be sent to other larger institutions to gain special knowledge of 
newer and improved methods. 

Because of the liability of hospitals for injury to patients by those who are 
not fully qualified, it is necessary that a rule be established in the physical 
therapy department that no treatment of any kind shall be applied by a 
technician unless prescribed by a physician. Such a rule will prevent many 
unpleasant experiences and if enforced will preclude the possibility of 
technicians’ prescribing improper treatment in the absence of the director 
of the department. 

RECORDS OF PERFORMANCE 


The scientific success of a physical therapy department in a hospital depends 
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to a very considerable degree upon the carefulness and extent of the records 
of work performed. 

A great deal of the disrepute from which physical therapy has suffered 
has been due to the unjustified claims so often emanating from lay technicians 
and others who have not been properly trained in the biological sciences. 
If misunderstandings are to be avoided and physical therapy is to be further 
advanced, the rule. must be, particularly in hospital practice, that all that is 
stated or published shall be based upon sufficient clinical evidence or upon 
demonstrated biological studies of effects in normal and pathological conditions, 
and not merely assumed. There seems to be no good reason why the clinical 
laboratory demonstrations based upon the findings of blood and secretions 
and functional balances, which are recognized as proof of accomplishment 
with other forms of therapy, should not be recognized as well in judging 
the efhicacy of the application of physical agents, and the failure to utilize 
all of these facilities in checking the progress of physical therapy treatment 
has retarded the popularity of these agents amongst a very large class of high 
grade physicians. It should therefore be the aim of a well trained director 
of a physical therapy department to maintain the most careful checks on 
all work performed, and to present well founded proof for any claims made 
as to the clinical results attained and the indications for the use of physical 
therapeutics. Obviously, if the published reports of systematic studies of 
the application of physical therapy are to be based on correct premises and 
ample verification, they must have a background of proper clinical study, with 
biological findings, and certainly such a foundation cannot be laid without 
the aid of a competent medical director. 

Standardized forms.—It is unfortunately the usual custom, whenever a new 
procedure or department is introduced into the hospital family, to set up a 
record system for it as widely different as possible from others already in 
use, and it requires time, expense, and a considerable amount of argument 
for the hospital administration to convince those interested that the standard- 
ized systems so well applicable to all other departments are equally applicable 
to the new. The records of the physical therapy department, therefore, should 
fit into the general record system of the hospital and should be designed to 
afford a complete and accurate picture of performance. 

Clinical chart-——There should be on the clinical chart a record of house 
patients, of the condition for which the patient is being treated, the exact 
location, the particular treatment prescribed, and notations thereafter of the 
applications actually given, with comments on the progress of the case. To 
avoid the possibility of error in transcribing and also to inform the director 
of all other phases of the case, the whole clinical record of a patient should 
accompany him to the treatment room and the record be made directly on the 
treatment sheet, rather than to send slips to the wards to be transcribed by 
student nurses or others already overburdened with clerical work. 

Card index.—For all patients treated in the department there should be 
duplicate cards, on one side of which should appear all necessary information 


[ 61] 











THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


concerning the patient, and on the reverse a record of treatment and progress. 
One card may be filed under “diagnosis” and the other under the name of 
the patient, thus providing an ever ready means of compiling statistical data. 

Record book.—A record book for daily use showing the names, serial num- 
bers, record of each treatment, and modality applied will be of value in mak- 
ing daily, weekly, and monthly reports, but the large cumbersome book so 
frequently seen, with a duplication of the information on the cards, is unneces- 
sary. 

CONDUCT OF THE DEPARTMENT 

Consultation.—One of the very important points arising in hospitals newly 
establishing departments of physical therapy is the question as to whether 
the attending physician or the director of the physical therapy department 
shall prescribe the treatment. If the director is wise he will not permit a 
controversy to arise over this question, but will do everything in his power 
to consult with the referring physicians, so that insofar as possible they 
may become familiar with the various elements available and their applica- 
tion to a particular condition. 

Due to the failure of medical schools in the past to provide adequate 
instruction in physical therapy, a considerable proportion of the older physi- 
cians have a very hazy knowledge of the potentiality of these elements, but 
if properly approached they are likely to defer to the superior knowledge 
of one who is specializing in this particular subject. While it may be con- 
ceded that the attending physician has the right and prerogative to prescribe 
whatever treatment he considers necessary for his patient, at the same time 
it is the responsibility of the director of the physical therapy department 
to make his own diagnosis and decide whether or not the treatment prescribed 
is the most efficacious for the particular condition encountered. Instead, 
however, of arbitrarily changing a treatment prescribed by an attending 
physician, it is desirable that in such cases the director shall call for a con- 
sultation with the attending physician, explaining the situation and his 
reasons for suggesting a change. As a general rule the attending physician 
will be amenable to reason. 

Unless the director honestly believes that the application of a treatment 
prescribed will injure a patient, when the physician refuses to follow the 
recommendation of the director the best procedure is for him to apply 
the treatment and make careful studies of its effect, reporting to the attend- 
ing physician, who may then see for himself that results are not being 
attained by the procedure prescribed. 

In other words, it is the obligation of the director of physical therapy, 
who is specially trained in that subject, to use every possible means to 
impart knowledge of his specialty to attending physicians, as well as to 
interns and nurses; to study carefully the clinical record of each patient 
referred so that he may be fully acquainted. with the whole clinical picture; 
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and, finally, to supervise and record all treatments so thoroughly that con- 
vincing evidence of results may be presented to all concerned. 


COMPENSATION OF THE DIRECTOR 


Many methods of compensating directors of physical therapy are in 
vogue, some of which are equitable to the director and to the hospital, 
and others the reverse. In the experience of the writer the best method 
of compensating the director is to guarantee him a basic salary so that 
regardless of the amount of work done in the department he may be sure 
of a reasonable monthly stipend. If the director is permitted to conduct 
an outside practice in this specialty, the salary paid will be based on the 
time given to the department; but a part time service director is very unsatis- 
factory in any but a small hospital, and if it is possible for a man to build 
up a remunerative practice in his private office in addition to his hospital 
work, there seems to be no good reason why he should not build up the 
same practice in the hospital, where conditions are more favorable for such 
work. In order to encourage him to do this it is desirable to make 
an agreement whereby, in addition to the salary paid, he shall receive 
a percentage of the net income of the department, with the understanding 
that his full time shall be given to the hospital not only for the purpose 
of conducting the department, but also for consultation with the staff, 
and for instructing interns, nurses, and technicians. 


By this means the director is encouraged to build up a thriving service, 
since his own financial return will increase in proportion to his labor. 
The most equitable percentage paid to radiologists in a large number of 
hospitals is 50 per cent of the net income—the net income being used as a 
basis of compensation so as to encourage the director to keep expenses 
down to the minimum. The same percentage would seem to be desirable, 
and is being used in many hospitals, in compensating the director of the 
physical therapy department, and it is found in most cases that he can earn as 
great an income as the radiologist on this basis. In any but the smallest 
hospitals, part time service should be avoided whenever possible, particularly 
when a straight salary is paid, as in such cases it has been found that 
specialists become much more interested in building up a large business 
outside the hospital than in expanding the hospital service. 


Hours of service.—Like all other factors, the hours of service will depend 
largely upon the volume,of work and the size of the hospital. It has been 
found, however, that hospitals having a volume of work sufficient to require 
the whole day are too apt to attempt to crowd the work into the morning 
hours, and as a consequence there is a morning rush, with the natural results of 
inefhiciency, inadequacy of diagnosis, treatment, and records, and a general 
state of confusion. It is desirable in large hospitals to distribute the work 
over the entire day, giving the morning hours to out-patients and ambulant ’ 
house cases and reserving the afternoon for stretcher cases and for those 
who must be treated on their respective floors. 
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PLANNING OF A PHYSICAL THERAPY DEPARTMENT 


Because of the varied conditions existing in different communities and 
in different hospitals in the same community, it is obvious that no standard- 
ized layout for this service can be adhered to. The first consideration in 
estimating the needs of a given hospital will hinge upon the qualifications 
of the director of the department. Where the director is a full time 
specialist, thoroughly trained in all of the physical agents, and is enthusiastic 
about his work, much more space will be required than in the institution 
with a part time director who may be engaged outside the hospital either 
in this specialty or some other. Regardless of whether or not the director 
of physical therapy is also the radiologist, it seems desirable that these 
two departments should adjoin each other, and because of the use of both by 
out-patients, both services should be located near the ground rather than 
on an upper floor. It should not be necessary to state that hospital base- 
ments are unsuitable places for either the radiological or’ the physical 
therapy departments, and in the case of the latter as much daylight and 
fresh air as possible should be available. If radium therapy, electrosurgical 
apparatus, electrocardiography, and metabolism are to be included in this 
department (and it has been found desirable to do this in some recent 
instances), suitable arrangements must be made for the storage, care, and 
use of such apparatus. 


When a dressing room can be provided for each room, considerable space 
and apparatus may be conserved by obviating the necessity of duplicating divi- 
sions for male and female, and such a division need then be made only in 
the general waiting room, which must be located at the entrance to the 
department adjoining the office of the director, where all records are filed. 
So far as possible, separate rooms should be available for the different types 
of treatment, but the equipment should be readily movable from one room 
to another, and if one particular type of apparatus is not often used, it 
should be placed in a storage room so as to conserve space. The average 
general hospital of between two hundred and three hundred beds will require 
at least two rooms for diathermy, two for ultra-violet light, two for thermo- 
spectral lamps, two for wave generators, and two for infra-red lamps. All 
of these rooms should be equipped with direct and alternating current outlets, 
when both are needed, so that each room may be utilized for any purpose. 


The muscle training room should be of sufficient size—at least 12 feet 
by 12 feet—to contain a considerable number of the muscle exercising units 
which are constantly changing to meet specific needs. This room when fully 
equipped will present somewhat the appearance of a miniature gymnasium, 
and the major part of the apparatus may be made by the hospital mechanics 
on specifications drawn by the director. 


Electrocardiography and basal metabolism —When electrocardiography and 
basal metabolism are under the control of the department of physical therapy, 
they should adjoin the department and should be located on either side of an 
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apparatus room, connections being run through holes in the walls, so that 
the patient will not see these formidable looking instruments. Since it is 
considered desirable that prior to both electrocardiographic and basal meta- 
bolism determinations the patient should rest quietly for a reasonable period, 
cots of proper height instead of tables should be used. They should be 
comfortable and the room tastefully decorated in neutral shades, with indirect 
lighting. 

Arrangement of rooms.—The physical therapy department should be so 
designed as to allow two entrances: one for the ambulant patient through 
the waiting room, another for stretchers or beds directly into treatment rooms. 
When possible the department should have a sub-corridor so as to assure 
greater privacy than can be attained when access is possible to the various 
rooms directly from the main corridor. As a rule the various rooms need 
not have permanent walls, but may be divided into cubicles by steel or 
composition partitions extending to within 18 inches of the floor and 
about 7 feet in height. The fronts may be closed by the use of curtains of 
a washable material, thus giving the necessary privacy while permitting 
ready access by the attendants. Adequate toilet facilities for male and female 
patients are required in every physical therapy department. 

Treatment tables—The treatment tables should be wide enough to accom- 
modate the average patient (ordinarily not over 30 inches), about 33 inches 
high, and equipped with a shelf underneath about 18 inches from the floor. 
A table of this type can be used for any purpose and should be strongly 
enough built to withstand the most rigorous massage treatments. As a rule 
the floor dimensions of any ordinary treatment room need not exceed 62 
feet by 8 feet, but when possible each room should have a small dressing 
room not to exceed 4 feet by 4 feet. 


Hydrotherapy.—The space to be reserved for this division will depend 
upon the size and nature of the hospital. In a psychopathic hospital exten- 
sive use of the continuous bath requires rather elaborate arrangements, and 
in such institutions it is advantageous to locate these baths in close proximity 
to the patients, rather than to assemble them in an isolated part of the 
hospital. In this type of hospital there should also be pack rooms, needle 
sprays, and irrigation rooms. 

In practically all general hospitals there should be provisions for leg, arm, 
and foot whirlpool baths, preferably located in a single room arranged for the 
Purpose. The more elaborate hydrotherapy equipment is not generally used 
‘in the average hospital, and as it requires considerable space and is very 
expensive, it certainly should not be installed unless the demand warrants. 

In hospitals for children or orthopedics, a pool of considerable size with 
overhead block and tackle is necessary for those cases requiring muscle devel- 
opment by swimming. The necessary depth of about 4 feet may be attained 
by lowering the floor 2 feet and building supporting walls of concrete to about 
4 feet in height, surrounded by a step about 18 inches high and of the same 
width for the technician. 
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Flooring.—Since quiet is as desirable in this department as in all others in 
a hospital, we advocate the use of resilient flooring, preferably of the battleship 
linoleum type, laid in squares. Adjacent to every electrical machine there 
should be a rubber mat for the operator’s use as an insulator. Floors in 
rooms used for hydrotherapy should be of tile or cement, with floor drains. 
Wainscoting in these rooms should, if possible, be of glazed tile and extend 
from the floor to a height of 4 feet 6 inches. 


Lighting fixtures.—Since patients are obliged to remain in the dorsal 
recumbent position for considerable periods, it is desirable that there be 
no glaring, exposed lights, and in this place, as in the wards and rooms, we 
are using indirect lighting exclusively. 


Electric wiring.—In each room of the physical therapy department there 
should be a double outlet; one for alternating current, and the other for 
direct when both are required, with the gang plates and connecting plugs 
so designed that connections may be made only with apparatus of the cor- 
responding current. Unless this detail is attended to, there will be constant 
trouble both with the apparatus and because of burning of fuses. It will 
be desirable, however, to use only alternating current when possible. 


On every floor of the hospital there should be a treatment room, supplied 
with the same electrical outlets as are provided for the physical therapy 
treatment rooms, thus making it possible to wheel bed patients, on any - 
floor, to the floor treatment room instead of to the sometimes far distant 
department. 

The practice observed in some hospitals of wiring a hospital so 
as to provide both alternating and direct current to each bed is to be 
deplored, because it is unnecessary and tremendously expensive. It has been 
noted in other hospitals that because of faulty planning electrical circuits 
were not wired to carry the amperage required, and in consequence complete 
rewiring was necessitated. 

Every table or cot where patients are treated in the physical therapy depart- 
ment should be supplied with a call signal, and it is desirable to wire this 
department for the call system in the same way as for the bed portion of 
the hospital. 

Model sketches—The drawings show a number of physical therapy 
departments planned during the last two years for hospitals ranging from 
350 beds to twenty-five beds, and clearly indicate the wide variance in the 
extent and use of physical therapy in different hospitals. In the sketch 
marked “A” an attempt has been made to indicate the ideal layout and 
grouping of a model physical therapy department in a teaching hospital of 
over three hundred beds, in which radium therapy, basal metabolism, and 
electrocardiography are all under the control of the director of the depart- 
ment. 

As the drawings indicate, plans for physical therapy departments differ 
widely with the locality and the size of hospital and personnel, and it is 
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desired to stress the fact that before such a department is planned, it is 
necessary to have a very clear knowledge of the function of the particular 
hospital and the type of cases treated therein. 

Apparatus and equipment.—The equipment of a hospital physical therapy 
department should be purchased only when the demand for it is sufficient to 
warrant the financial outlay. The best type of apparatus, manufactured by 
a responsible firm able to give adequate service, will be the cheapest, and 
none other should be considered. It wili further the interests of the entire 
medical profession if, in purchasing the equipment, consideration is given to 
the official rules of the Council on Physical Therapy of the American Medical 
Association, which have been adopted for the protection of the medical pro- 
fession and the public against fraud, undesirable secrecy, and objectionable 
advertising in connection with apparatus and methods of physical therapy. 
It is a safe rule to look with suspicion upon devices and methods which 
cannot gain admission to the Accepted List because of lack of conformance 
to the rules of the Council. 


SUMMARY 


1. Overwhelming evidence scientifically endorsed in both Europe and 
America places the stamp of approval upon the controlled use of a large 
number of physical agents in the treatment of disease. The physical therapy 
departments in hospitals, therefore, have come to stay, and as further studies 
are perfected it is not unlikely that these agents and others not yet discovered 
will play a more prominent part in the cure and prevention of disease than 
they do at this time. 

2. The intelligent application of physical agents in disease presupposes 
an accurate diagnosis, and such can only be accomplished by a properly quali- 
fied physician. The director of a physical therapy department, therefore, 
no matter what other qualifications he may possess, should be an exceptionally 
well educated physician with a background of extended general hospital train: 
ing. 

3. The scope of the hospital physical therapy department should be 
sufficiently broad to embrace all physical agents used for diagnosis, treatment, 
or prevention, and the director should have an extensive knowledge of their 
application and physiological action. 

4. In the average small hospital physical therapy, radium therapy, and 
roentgenology may well be combined under the control of one director, 
when one can be found who is thoroughly qualified. It is also advantageous 
in such institutions to include as well the control of electrocardiography, 
basal metabolism, electrosurgery, and occupational therapy apparatus under 
this department. 

5. In hospitals with sufficient bed capacity and extensive out-patient 
departments the director of physical therapeutics should be engaged on a 
full time basis with a guaranteed minimum salary and a percentage of the 
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net income, not to exceed 50 per cent. When the percentage received, with 
salary, is not adequate compensation, the salary rather than the percentage of 
the net income should be increased. It is always more satisfactory to both 
physician and hospital when the former is in a position to increase his own 
income by the fruits of his labor. 

6. Technicians most useful in the handling of patients and the applica- 
tion of physical therapy are nurses well trained in surgical technique with 
extensive postgraduate work in the care and use of physical therapeutic 
agents. 

7. Whenever the volume of work warrants, it is desirable to maintain 
the department in operation throughout the entire day, thereby avoiding the 
possibility of inaccuracies, congestion, accidents, and the general confusion 
inevitably resulting when attempts are made to crowd too many cases into 
the morning hours. 

8. In planning a department of physical therapy, a complete study must 
be made of the size and type of institution, the division of services, the 
presence or absence of an out-patient department, prospective future growth, 
and the qualifications of the director in charge. Planning should be con- 
ducted by someone who has an extensive knowledge of the function of 
the entire hospital, rather than a highly specialized knowledge of a single 
department only, in order that relative values in the proportioning of space 
may not be distorted. 

9. When possible all physical therapy apparatus, as well as other appara- 
tus used for diagnosis, should be placed under the supervision of the director 
of physical therapy. In any event it is desirable, in planning, to locate all such 
apparatus close to the physical therapy department, with the roentgenological 
department nearby. 
~ 10. Rooms for treatment should not be larger than necessary for the 
purpose, and each should be so wired as to be utilizable for any apparatus. 
Divisions between rooms may be of steel or composition open at the floor 
and extending to about 7 feet in height; rooms should preferably open into a 
sub-corridor of sufficient width to permit the transit of a bed, and should be 
provided with washable curtains. Floors should be of resilient material; 
lighting fixtures, indirect; and a call signal is necessary for each table. Electric 
wiring is important and should be, checked by experts before installation. 

11. With the exception of a room for whirlpool baths, only such addi- 
tional hydrotherapy apparatus should be installed in the average hospital 
as is actually required. When installed in a psychopathic hospital, this 
apparatus should be distributed throughout the hospital, rather than con- 
centrated. In the general hospital hydrotherapeutic apparatus should be 
installed in the physical therapy department. Drained waterproofed floors and 
glazed tile wainscots are desirable for such rooms. 

12. On every floor of a general hospital there should be a treatment room 
provided. with the necessary amperage and different electric outlets to meet 
the requirements of all of the modalities of physical therapy. 
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13. Apparatus for this department should be purchased only when its 
need is apparent, and it will be advantageous to all concerned if in the 
selection of equipment consideration is given to the official rules of the Coun- 
cil on Physical Therapy of the American Medical Association with respect 
to unwarranted advertising claims. 


VETERANS’ HOSPITAL TO CONSTITUTE VILLAGE 


The U .S. Veterans’ Bureau Hospital at North Chicago, Illinois, which 
recently broke ground for extensive additions, has, through its officials, 
made application for its own post office and plans in other ways to establish 
its own community, with physicians, attendants, employees, and all con- 
nected with the institution making up the citizenry. Before the end of 
the year facilities will have been so increased as to allow for the accom- 
modation of one thousand patients. It is one of the largest hospitals 
of its kind in the country. 
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EMERGENCY WORK IN THE GENERAL 
HOSPITAL’ 


By VALENTENE R. BoswoRTH 
Superintendent, Chicago Memorial Hospital 


arrive unannounced and are usually cared for in the emergency or 

accident rooms. Therefore, I shall not consider those emergency cases 
sent in by staff doctors, such as appendectomies, as the hospital is customarily 
advised that the patient is on his way and everything is in readiness for that 
particular case. 

It is the duty of every hospital to render first aid to such sick and injured 
persons as may come to it seeking relief. There is also on the part of the 
hospital a moral obligation to safeguard the interests of the patient whether 
his case be minor or serious and regardless of his ability to reimburse the 
hospital for the services rendered. An impression of prompt and efficient 
service in the care of emergencies should be created at all times for this means 
much to the patient and to those who may accompany him. 

The days of the old first aid rooms, fitted up with the cast-offs of the waaiel 
ing room equipment, so inadequate at the time of greatest need, are gone. 
No longer do the dingiest, smallest, and most inaccessible rooms in the hospital 
bravely masquerade under the title of “emergency rooms.” In their places 
we find the carefully planned, fully equipped first aid rooms where the 
work of saving a life is never hampered by lack of proper instruments and 
supplies. 

To-day much thought is given to the location of the emergency department, 
which should be convenient to the ambulance entrance in order that patients 
may be transferred from the ambulance or other conveyance with the least 
effort. It is most desirable, too, that the situation of the accident rooms be 
such that the patient may readily be taken to the x-ray department or operating 
room when the latter is not included in the emergency department. 

The size of the hospital and the number of emergency cases .treated are 
important factors in the planning and arranging of this department. In the 
large hospital at least one emergency operating room is a distinct necessity, 
in addition to the examining rooms, whereas in the small hospital the regular 
operating rooms are usually available and easily accessible from the first aid 
rooms. When the volume of emergency work is sufficient to warrant a per- 
sonnel of its own it is well to have a small ward fitted up adjacent to the 
examining rooms for patients in shock, where they may be cared for until 
definitely assigned to a service. 

A paragraph in the Hospital Standardization Report of the American 
College of Surgeons so adequately sums up the personnel requirements of a 
hospital that I shall quote it verbatim: 


I ASSUME “emergency work” to mean the accident and first aid cases that 


1Read before *he joint meeting of the Illinois, Indiana, and Wisconsin Hospital Associa- 
tions, Chicago, February 21, 1930 
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“A hospital, charged at all times with so serious a responsibility as life and 
death, must have a personnel competent in their respective fields and rendering 
a high grade service, tempered with such qualities as tact, kindness, sympathy, 
interest, and other attributes of personality and character so much needed in 
this work.” 

Again, the needs of the individual institution will govern the selection of 
the personnel for the emergency department. In the large hospital this work 
is often in charge of a full-time paid physician assisted by residents, interns, 
and nurses definitely assigned to this service for a certain period; whereas 
in the small hospital caring only for an occasional first aid case, the surgical 
interns are on call. The need for special orderlies and admitting clerks 
also hinges on the amount of work done. 

However, no matter how large or small the personnel engaged in this ser- 
vice, each member must be imbued with a thorough understanding of the great 
importance of this phase of hospital work in order that at all times they will 
perform their duties conscientiously and to the best interests of the patient 
and the hospital. They should, however, never overlook the fact that this 
department, like all others, is under the executive control of the superintendent 
of the hospital and that all unusual occurrences and cases presenting any 
untoward aspect are to be brought to his notice for such special attention 
as may be indicated. 

Too much cannot be suid about the equipment of this vital division of the 
hospital. As mentioned before, seconds count here, and a human life 
often hangs in the balance unless equipment and drugs are instantly 
available. It is not the lack of materials that so often handicaps emergency 
care, but the lack of their availability. 

It is most advisable in equipping this very important department of the 
hospital to secure a check list of instruments, drugs, and supplies to serve 
as a guide in order that none of the necessary items be overlooked or 
omitted, although the requirements of this department will vary with the 
size of the hospital and the amount of emergency work done. 

Posted conspicuously, either near the cabinets or on each shelf of the 
cabinets containing them should be a list of all drugs, supplies, and instru- 
ments so arranged as to make the location of the desired article a simple 
matter, without loss of time. Any drugs or appliances not kept in the 
examining rooms should be listed with explicit instructions as to where 
they may be obtained in the hospital at all times. 

There should be included all the necessary material for blood transfu- 
sions and a list of universal donors, preferably from among the personnel 
of the hospital so that they may be immediately available. 

It is imperative that the person responsible for the upkeep of the equip- 
ment and supplies in the emergency rooms check at least once daily in 
order that at no time will the required materials be lacking. 

To the admitting officer falls the responsibility of securing detailed 
information relative to the injured person, as well as the names and 
addresses of relatives, witnesses to the.accident, and persons delivering 
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the patient to the hospital. The time, place, and nature of the accident 
should also be ascertained, if possible, not only because they are important 
parts of the subsequent hospital record, but in order that the information 
office may intelligently answer telephone calls pertaining to the accident. 
Many times the several victims of an accident are taken to as many different 
hospitals. 

In the event that the injured person is unconscious or for some reason 
unable to supply the admission data and is unaccompanied by friends or 
relatives, every effort must be made to identify him and to notify the relatives. 
If there is no means of identification, a lodge emblem, insurance receipt, or 
religious article may help in establishing communication with someone who 
may be of assistance in identifying the patient. 

Interns and nurses are called to the examining rooms at once when an 
emergency case arrives at the receiving entrance. Immediate relief is admin- 
istered by the resident or intern and if the injury is very slight it is taken 
care of by him and the patient instructed to see his own physician or, in 
the event that he has none, to return to the hospital for further examination 
or dressings if these are required. 

Assigning the patient to an attending physician is important and requires 
tact ‘and good judgment. Try to learn at once from the patient or his rela- 
tives whether he has his own personal physician and then urge that this 
physician be called to assume charge of the patient, if he is eligible to practice 
in your hospital. Accident cases not having their own doctor should be 
referred to the hospital staff doctor who is “on service” at that particular 
time. It is customary in most hospitals to have a rotating service in each 
of the several departments, so that one or more of the staff doctors may be 
at all times on call to care for service cases in his department. 

Compensation cases—patients injured while on duty—should be given the 
necessary first aid treatment while communication is being established with 
the employer and subsequently with the industrial surgeon. The latter will 
assume charge of the patient or give orders as to the proper handling and 
disposition of the case. 

In every case immediate operating room service should be given if indi- 
cated; likewise, x-rays should be taken, when desirable or necessary to proper 
diagnosis, regardless of the paying ability of the patient. However, when 
operative measures and x-ray are not immediate requisites in the relief and 
care of the patient, these should not be undertaken on compensation or charity 
cases likely to be transferred to another hospital; no hospital is desirous of 
receiving a newly operated case from another institution. Blood transfu- 
sions or any special service must be administered without thought of cost 
or remuneration when they are expedient in the care of the patient. 

Proper disposal of each case is another important factor. Probably the 
majority of cases which come to the accident rooms of the hospital are 
minor injuries quickly relieved by cleansing and dressing, or possibly suturing 
and administration of antitetanin. These do not become hospitalized cases 
and present no particular problem. However, cases requiring operation or 
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hospitalization often demand much good judgment on the part of the per- 
sonnel. If the patient is a ward or private room case such as can be cared 
for in the general hospital, again no problem presents itself, since he will 
no doubt wish to remain unless his personal physician desires his transference 
to the hospital in which he is practicing. On the other hand, if the case 
is a charity one which may prove to be a long drawn out affair, it is wise 
for the small hospital whose ward beds are limited to make immediate 
arrangements for the transfer of the patient to a city or county hospital. 
Such patients should be given careful first aid treatment and a thorough 
physical examination and be transferred before operative measures are under- 
taken if operation is not an immediate necessity. The consent and approval 
of the attending doctor on service must be secured so that there will be no 
doubt about the feasibility of transferring the patient. 

As the police are routinely notified on all accident cases they will be on 
hand to convey the patient to the city or county hospital. Then, too, the 
general hospital, especially the small one, is in no position to take psychopathic 
or alcoholic patients, who constitute a fair percentage of the emergency 
cases. Such patients, unless they have relatives to take charge of them, 
may best be transferred to the proper destination by the police department. 

Traumatic cases resulting in death either immediately after being brought 
to the hospital or after a period of hospitalization become coroner’s cases and 
the coroner’s office is routinely notified at once of such a death. Permission 
must be received from the coroner before the body may be removed from 
the hospital. An abstract of the case, including identification data, is pre- 
pared for the coroner’s physician by the attending doctor or resident intern. 

A hospital is liable to the extent of rendering first aid to all who may 
come within its doors but it need not hospitalize such patients as it is not. 
prepared to care for, providing some definite arrangement is made whereby 
the patient will receive the required care elsewhere and will not suffer from 
such a transfer. This is a double precaution and protection for it affects 
both the patient and the hospital. Careless first aid service or discharge 
without the approval of an attending doctor may result in severe criticism 
and unpleasant publicity for the hospital and its administrative officers. 

There is no doubt but that hospitals suffer a tremendous loss each year 
in the care of accident cases because of the fact that a large percentage of 
the victims of accidents are persons unable to pay or financially irrespon- 
sible. Too often the injured person does not feel that the blame or responsi- 
bility for the accident is his; hence he feels no obligation to the hospital 
for the payment of his account. Whereas everything necessary should be 
done for the patient, it is well, when the case must be hospitalized, to assign 
him to a ward bed until arrangements have been completed with a relative or 
with the company responsible for the account. 

Little difficulty will result in the financial settlement of compensation and 
public liability cases if the admitting office has exercised the proper care in 
securing the admission data. Definitely determining where and how the 
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patient was injured and promptly notifying the insurance company will often 
eliminate any misunderstanding relative to the account. 

Of unusual importance is the hospital record of the emergency case, for 
insurance claims and law suits are a natural sequence of accident cases and 
an accurate, well written record, embracing all the facts pertinent to the 
case, is necessary to the protection of hospital and patient. Interns are prone 
to write a somewhat sketchy report on the minor accident case which does not 
become hospitalized unless they are impressed with the vital part these records 
may play in the events subsequent to the accident. 

A well equipped emergency department, a capable personnel, and accurate 
and comprehensive records are necessary to the real function of a hospital— 
to serve humanity by alleviating not only the pain but the anxiety of the 
sick and the injured. 


AIRPLANE AMBULANCE TO BE TESTED 


A war department airplane ambulance, described as the largest ever 
designed, is to be submitted to a test at Sacramento, California. The craft 
is a tri-‘motored Ford plane fitted with wire “cradles” and will accommodate 
as many as six patients. 
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T Is OBVIOUS from the conditions issued to the competitors that a great 

amount of preliminary work was done by the executive board and its 

secretary, Captain J. E. Stone, F.S.A.A., and the assessor, Mr. H. Perry 
Adams, F:R.I.B.A., who determined the conditions of the competition. 

Twelve architects were selected to take part. A clear site of twenty-five 
acres was offered. The difficulty which had to be surmounted was largely 
one of ground levels, that on the highest part of the site being 520 feet, and 
the lowest 450 feet, above sea level. Another factor influencing the general 
layout was a condition that the physiology department of the medical faculty 
buildings should be at least 200 yards from the railway on the eastern 
boundary to obviate any possibility of injury to delicate scientific instruments 
by vibration. 

The winning design (No. 7) is by Messrs. Lanchester and Lodge, of 19, 
Bedford Square, London, $.W.1, who have so used the difficult levels of the 
site that the result obtained is a scheme carefully planned in each particular 
unit, unsurpassed in practical details, yet amazingly successful architecturally 
and almost dramatic in its grouping. For a building of this class, where 
utility must never in any way be sacrificed to abstract beauty, it is indeed 
remarkable that a solution so outstanding both from the practical and from 
the artistic point of view should have resulted. 

The main axis runs from north to south, with the nurses’ home on the 
highest ground, then the hospital, and nearest to the entrance from the 
university, stretching across the site, with a main facade of over 600 feet, 
is the medical faculty building, with the library overlooking the road leading 
to the university. This main axis meets the road leading from the university 
at an angle of approximately 60 degrees. A symmetrical facade seen asym- 
metrically is always interesting architecturally. 

In order to make the greatest possible use of the levels and to obtain 
maximum sun exposure for the wards, the authors of this design have first 
created a road roughly triangular in shape, parallel with the three main 
boundaries of the site. On the northern side of this, but facing south, is the 
nurses’ home, placed centrally. To the west of this is a special department 
for night nurses, to avoid disturbance of the nurses’ rest—a matter at last 
receiving the attention it merits. Balancing this on the east is the maids’ 
home. This arrangement enables the nurses’ home to be kept on a higher 
level. The main entrance to the administration block is from the north, 
underneath which, and central with the whole of the buildings, is the 
main kitchen, with the various dining rooms, buffets, etc. grouped around it. 

The service corridor on this floor connects to lifts running direct to the 
ward kitchens on each floor. On the right and to the west of the main 
entrance the casualty and out-patient departments are placed, with a special 


‘The plans for this new hospital and medical school are described in a recent issue of The 
Birmingham (England) Post. 
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casualty ward at the western end of the main corridor. Balancing this on 
the east is the paying patients’ department, and here also are: the laundry 
and the power house. 

The mortuary is cleverly placed in relation to the road, hospital, and 
pathological department of the medical faculty building, is well screened from 
traffic, and would not be directly noticeable. 
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PLAN OF THE BIRMINGHAM HospItaL Group 


The road parallel with the northern boundary also serves as a direct means 
of reaching the goods reception department of the kitchen. 

The house governor's residence is placed in an ideal position at the extreme 
northwest corner of the site on the highest point. 

When it is considered that there is a fall of 70 feet across this site from 
the northwestern corner to the southeastern boundary, one is amazed at 
the dexterity with which these levels have been used, and at the resulting 
scheme, which, although undoubtedly the finest architecturally, is yet on 
investigation found to be less in cubical contents, and therefore cost, than 
any of the others submitted. It is seldom that a competition design is seen 
in which architectural conception, good planning, attention to small details, 
and low cost have been so wonderfully concentrated in the design of one 
competitor. 

The elevations generally are particularly distinguished in treatment. The 
center of the whole group is marked by a tower, rectangular in plan, running 
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up 70 feet above the wards flanking it on either side, with the projecting apse’ 
of the chapel standing at the base. The treatment in free classic, with slight 
Neo-Grec feeling in some of the details, is an excellent example of modern 
trabeated architecture. 

The effect of the elevations has been greatly enhanced by the provision 
of balconies in connection with the open air wards, the windows of which 
are really sliding partitions which can be shut back against the columns 
supporting the outer wall, giving the maximum open air space. 

The dispensary, although common to the casualty and out-patient depart- 
ments, also has convenient access to the in-patients. The corridor runs 
on the outside; the rooms which it passes are adequately lighted by a 
clerestory. By this arrangement patients who leave the waiting hall to go 
to the rooms for inspection and examination will pass to this outer corridor 
in one director only, rather than be obliged to retrace their steps. 

The arrangement of the ward unit is excellent. Each ward will obtain 
sunshine from the east or west or south, and all jut out toward the south. 
Each is a distinct self-contained unit. At the end of each main ward there 
is a sun balcony, from which the alternative means of escape is carried 
down to the ground. 

The residential quarters are well planned, and have a liberal supply of 
staircases and lifts. 

The detail of the ward unit shows careful study. For instance, it will 
not be necessary for a nurse to enter the main corridor from a ward to dispose 
of refuse; there are small bins for this purpose on the balcony. From the 
same balcony there is access to the sink-room and also to a dirty-linen shoot 
leading directly to the basement. Balancing the door leading from the ward 
to the sink-room, etc. on the one side is the door leading to the patients’ 
sanitary conveniences on the other, the lavatory basin being placed nearest 
to the ward. In the wards also there are two lavatory basins placed in a 
central position for the use of surgeons. 

If this scheme is carried out without mutilation, Birmingham will have 
a hospital center unequalled in Europe. 


G. F. S. 
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HOW SHALL STATE ASSOCIATIONS 
FUNCTION ?? 


By JOHN A. MCNAMARA 


Editor, MODERN HosPITAL 
Chicago 


ITHIN A FEW short years the importance of the state hospital associa- 
\ \ tions has greatly increased and the interest in these organizations has 

become much greater than could have been imagined less than a decade 
ago. At this time three great states have joined together into one mammoth 
meeting with the association from another state attending as a guest. The 
meeting is being held as a supplement to the American Medical Association 
Congress on Medical Education, Medical Licensure, and Hospitals, and 
hence is bringing closer together the hospitals of the Central West and the 
medical interests of those hospitals. The finest type of co-operation has been 
manifest between the hospital associations and the medical group to the 
end that there has been no duplication of subjects discussed. 

In all parts of the country similar groups meet each year. The Pennsylvania 
association is a large one, the New England group, the Northwest association, 
the Minnesota association, the Ohio association, and many others have large 
attendance each year at their conventions. 

The question, however, that has arisen from time to time in the Illinois 
association as well as in other state groups relates to the justification of 
state associations: whether or not there is a place for them in the general 
scheme of hospitalization and whether or not they are “paying their way” 
in the broad terms of returned information. In order to answer that question 
adequately we must turn first to other state associations, view the summariza- 
tion of their work, evaluate it, and then endeavor to apply the best thoughts 
of these groups to our own, giving them, of course, local application. 

Dr. C. W. Munger, president of the New York association, gives the 
following ideal functions: 

1. To provide a forum for the discussion of the intimate details of hospital 
problems. 

2. To consider especially those hospital problems which have only sec- 
tional interest, but not to forget that many hospitals may be able to send 
representatives to a state meeting who have small chance of getting to the 
national. For their sake the program should not be limited to local matters. 

3. To provide a common meeting ground for hospital workers with 
representatives of the various state regulatory authorities such as: 

a) Board of Nurse Examiners. 

b) Accrediting authority for nursing jlaadie 

d) State Department of Health. 

c) State Board of Social Welfare or analogous body. 

e) State Department of Labor (Workmen's Compensation). 


is ‘Read before the joint meeting of the Illinois, Indiana, and Wisconsin Hospital Associations, 
Chicago, February 21, 1930. 
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4. To provide interchange of views between the hospital association and: 
a) State Nurses’ Association. 
b) State League of Nursing Education. 
c) State Medical Society. 
d) State Conference on Social Work. 
5. To encourage the following groups to meet with the state hospital 
association or even to establish sections of the association for them: 
a) Dietitians. 
b) Record librarians. 
c) Occupational therapists. 
d) Physiotherapists. 
e) Laboratory and x-ray workers. 

Note: It is often financially impossible for a hospital to afford to send 
the above to their respective national meetings. As a result, many of them 
never get the chance to brush up and to compare experience with workers 
in their line. 

6. To foster the formation of county, city, or other sectional hospital 
groups within the state, these groups to meet once each month. 

7. To watch closely all proposed state legislation affecting ‘hospitals, 
actively opposing injurious measures, molding laws in general to favor the 
hospital, and causing desirable legislation to be enacted. The state association 
must spend on its legislative work at least sufficient money to pay the expenses 
of its legislative committee, as well as for printing, telegrams, etc. This is 
one of the most vital functions of the state groups. 

8. To cooperate with the American Hospital Association and with other 
national bodies friendly to hospital matters. 

9. To keep away from commercial exhibits, if possible. 

Among the largest associations, indeed the largest single state association, 
is the Hospital Association of Pennsylvania. This association meets alter- 
nately in Philadelphia and Pittsburgh, and holds a three-day meeting. Dis- 
cussions are usually of local interest and as a body it has actively discussed the 
workmen’s compensation laws, as well as other legislation, and has made some 
little progress with the modification of their hospital laws. Pennsylvania is 
not a typical state from a hospital viewpoint because of its state aid on the one 
hand and its ridiculous workmen's compensation act on the other. The 
hospital association gets out its transactions each year and has also divided 
the state into sections, which hold quarterly meetings. The main value of 
the association is the exchange of ideas both formally and informally. The 
attendance is always over three hundred, which, with the exception of this 
meeting, is a record. 

Ohio is the oldest of the state associations and has probably accomplished 
more. Ina folder recently issued by the association it states: “It was realized 
that the national body was more and more attaining a size that did not permit 
of that intimate discussion of detailed problems that is so necessary and 
that therefore there was a very definite field for a state association. .. . 
It was very early realized by the board of trustees that one of the greatest 
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values of the association was its assumption of an active interest in the 
legislative program of the state affecting public health and one of the 
prime functions of that group has been the maintenance of a very active 
supervision of the legislative program and advising with members of the 
legislature in creating legislation of beneficial effect and in opposing adverse 
legislation.” 

That this active interest in legislation has been beneficial to the members 
of the association is proved by the fact that the Ohio Industrial Commission 
now pays the hospitals the cost of service rendered on compensation cases 
up to $6 a day; and that the Nurse Registration Law of 1915 was changed 
to make it more adaptable to hospitals. Work has been done on the creation 
of a state building code for hospitals; the association is aiding in the 
administration of the Harrison Narcotic Law and in the activity in connection 
with a chiropractors’ bill; is co-operating with the better milk commission; 
and is active in several other important matters that have had a state wide 
influence. 

The association has several times considered the licensing of hospitals 
within the state as a protective measure against unethical hospitals, and there 
is still hope that something along this line will be accomplished. 

At the last meeting of the Ohio association ways and means for employing 
a full-time executive secretary were brought up for discussion, and it was 
then stated that with a full-time secretary an immense amount of work 
could be done that is neglected now. 

The Minnesota Hospital Association, while only four years old, has accom- 
plished much in the way of reduced fire insurance rates. Inspections by 
the rating bureaus for insurance companies have brought to light many 
easily remedied defects and hospitals have saved many thousands of dollars. 
The meetings of the Minnesota association are always interesting from a 
program standpoint and legislation plays a large part in their discussions. 

The Northwest Hospital Association, with members from Washington, 
Oregon, and Idaho, has recently secured from 90 per cent of the hospital 
administrators in Washington and Oregon their signatures to a petition 
asking that the hospital rate for industrial cases be increased. This is the 
first step toward getting proper compensation for hospitalized industrial cases. 

The Indiana Hospital Association has mapped out a most interesting program 
of amended legislation and yesterday discussed ways and means for securing 
its adoption. In addition to this the former president of the association, 
Albert Hahn, has conscientiously published each month a mimeographed 
association letter that has kept interest in the association alive throughout 
the entire year. 

From New York comes the report: “At the present time an attempt is 
being made by the Hospital Association of the State of New York to revise 
the Lien Law, which falls short of achieving its purpose. In addition, a 
number of bills are being prepared for presentation to the state legislature. 
The committee is interested not only in revising obsolete laws but in initiat- 
ing important legislative bills affecting this field. We have a standing Com- 
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pensation Committee which at the present time is studying the relation 
of compensation insurance to hospital rates. We are fostering an annual 
Health Day, and this will form an important part of the program for the 
coming year.” 

The New Jersey association states: “Very close co-operation has been 
built up with other health organizations such as the Tuberculosis Association, 
Red Cross, and the State Department of Institutions and Agencies. Our 
constant. association with this last named department at the Capitol in 
Trenton, where the legislature convenes along with the Department of 
Labor, the Civil Service Commission, and the other state departments, is of 
great benefit to us.” 

Colorado says, “Quarterly meetings are held in different parts of the 
state with an annual meeting of two days in December in Denver. Require- 
ments for membership are for all practical purposes the same as requirements 
for listing by the American Medical Association.” 

And from Michigan, “The association has always been on the alert for 
legislation detrimental to the public welfare and has added its influence to 
favorable legislation.” The Michigan Hospital Hand Book, which contains 
existing state and federal laws affecting hospitals, was published and dis- 
tributed to hospitals. 

It will be seen from these reports that uppermost in the minds of those 
state associations has been legislation. Next, it will be noted that success 
has often been attained by a closer affiliation of the association with the 
state department of health. This point was stressed in reports from Ohio, 
Pennsylvania, New York, Michigan, Indiana, and New Jersey. The third 
point that is apparent is that there have been benefits other than legislative, 
such as the lowering of insurance. rates in Minnesota, the research in 
New Jersey, and the public relations as stressed in New York. 

The problem that now confronts our three associations is to apply these 
benefits to the individual states and in addition seek out other benefits for 
our associations. 

There are many questions that could be solved if we would organize 
to do it. For instance, we should study the laws that pertain to hospitals 
and see if these laws cannot be improved by amendments or brought down 
to date so as to help the present day hospital. 

The matter of licensing hospitals by the state has been discussed in Ohio 
primarily, but also in other states. With proper licensing and proper inspec- 
tion the existence of these little unethical hospitals, conducted solely for 
illegal operations, would be impossible, but to-day there is no regulation 
of what shall constitute a hospital and what shall not. It would be insurance 
well paid if all hospitals in the state paid a license fee of $50 and if they 
had to qualify to standards laid down by a joint committee of the American 
Medical Association, the American College of Surgeons, and the American 
Hospital Association. I do not mean that they must be approved for intern 
training or be on the approved list of the College of Surgeons or even 
be a member of the American Hospital Association, but I do mean that 
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these three bodies should formulate minimum standards so worded that 
when a hospital opened its doors in Illinois or Wisconsin or Indiana we 
could be sure that its future conduct would not be an embarrassment to 
reputable hospitals. Hospitals that countenance illegal operations, so-called 
mental and nervous institutions and sanatoria, and places where bowed legs 
are straightened would not be able to continue if a protective law were 
enacted. Quacks and quackeries would be relegated to the Quackmaster’s 
offices and would be taken out of hospitals altogether. These places exist 
to-day and will continue to increase until some drastic action is taken by 
the hospital associations themselves. It should be the outstanding work of 
the state associations. 

The matter of adequate research by state hospital associations has also been 
brought up and some of this has been done by the New Jersey association. 
What can these three states in the Central West do in the way of research 
that will prove beneficial? Doing research just for the sake of keeping 
busy is poor business, but when real facts are uncovered and then cure 
applied to faulty administrative practices, it is well worth the effort. If 
we could gather information on dietary departments to the end that better 
food could be served the patients, if we could gather statistics and data 
that would result in a more uniform training of nurses throughout the three 
states, or if we could improve our pharmacies so that a saving and an 
earning could be effected, we would have progressed a long way. 

We have here in Chicago so many facilities to aid in research that we 
ought to utilize them. If the three states could map out a program of 
studies that would be of benefit to their membets, and then under the 
guidance of the American Hospital Association complete these studies, I 
am sure that a year from to-day we could report increased efficiency in 
administration and better care of patients. 


PHILADELPHIA HOSPITAL CHANGES ITS NAME 


Samaritan Hospital, the teaching hospital of Temple University medical 
school, has changed its name to Temple University Hospital. 
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THE HOSPITAL AS A CENTER FOR 
CO-OPERATIVE COMMUNITY 
SOCIAL WORK’ 


By HELEN BECKLEY 


Executive Secretary, American Association of Hospital Social Workers, Chicago 


‘6 HE HOSPITAL should be equipped to meet the social needs of the 
patient, because the meeting of them is essential to his adequate 
care, which is the hospital's primary objective,” said Miss Ruth 

Emmerson speaking before the American Hospital Association in 1927. 
Dr. C. F. Wilinsky in discussing the subject “Correlating the Hospital and 
Public Health Activities” says, “No hospital is meeting its full respon- 
sibility which does not on the one hand do everything possible to rehabili- 
tate and restore to society as speedily as possible those placed under its 
care and on the other hand play an important and definite part in the 
development and carrying on of services that have for their objective 
the promotion of health and the control of disease.” Similar statements 
may be found throughout hospital literature and there is no need to do 
more than again call attention to these accepted facts. It is the method 
by which hospital patients can best be restored to social and economic 
usefulness and their social needs be met with which we are primarily con- 
cerned at this time. 

These are not new problems for hospital administrators to meet for they 
have existed as long as we have had hospitals. In the records of English 
hospitals of the Sixteenth Century we find evidence of the recognition of 
these social needs. Patients in some of these hospitals were given clean 
clothing and a small sum of money on discharge to help them on their way. 
We now believe this method inadequate unless some more permanent 
plan for the future accompanies these gifts, for the clothing soon becomes 
soiled and worn and the funds exhausted, leaving the patient in many 
instances again without resources. 

About twenty-five years ago practicing physicians tried the experiment 
of attaching to the hospital and clinic persons trained in the, social sciences 
and in social case work to participate in the medical study and treatment of 
patients. The objective was to determine social causes of illness, and 
to remove the social obstacles to recovery. The growth of departments 
of social work in hospitals throughout the world is evidence of the general 
success of this early experiment. So far as I know, there are no accurate 
figures on the actual number of such departments existing to-day. Estimates 
vary from one-sixth to one-third of the total number of hospitals in the 
United States having departments with one or more staff members. There 
are about twelve hundred members of the American Association of Hospi- 
tal Social Workers actually engaged in the practice of medical social work, 


1Read before the joint meeting of the Illinois, Indiana, and Wisconsin Hospital Associations, 
Chicago, February 21, 1930. 
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and undoubtedly many more who are not members of the organization. 
The function of medical social work is to-day essentially the same as it was 
twenty-five years ago when it was first introduced as a special service with 
specially trained workers, “to further the medical care of the patient by 
a method of medical social case study and treatment.” 

This method, then, has been one way in which certain hospitals and 
communities have sought to help fulfill their responsibilities toward the 
complete restoration of health. It is by-no means the only way, nor 
does it adequately meet the need. It is obvious that every hospital cannot 
have a social service department at the present time. There are, I think, 
two outstanding reasons: 

1. The supply of well equipped medical social workers is inadequate 
to meet the present demand. 

2. The cost of such a department seems prohibitive to some hospitals. 

How, then, can hospitals in which it seems impossible or inadvisable to 
introduce a social worker and a department develop methods to meet the 
social needs of its patients? Are there ways of better interpreting the 
hospital in its broader function to the community which will bring about 
its more effective use from the social and economic standpoints? Are there 
existing resources in the organized social agencies or groups which can 
be more effectively used to meet the social needs of hospital patients ? 

The following suggestions are made with the hope that their further 
consideration may prove worth while in considering the hospital as a center 
of co-operative community social work. 

1. The full co-operation with the existing community social organiza- 
tions by participation in councils of social agencies, welfare federations, or 
other group activities. 

2. Participation by hospital representatives on the advisory and admin- 
istrative committees of the individual agencies and organizations. 

3. Participation in the new developments in community organization 
through leadership in the field. 

Every hospital is necessarily a part of the social life of the community 
in which it exists. It seems not unreasonable to believe that by co-opera- 
tion and co-ordination with existing community social forces hospitals can 
develop plans which will better meet the social needs of patients. It 
means co-operative planning, a thorough understanding of purposes and 
methods, patience, and tolerance. Some communities are working out 
such co-operative activities through councils of social agencies or federa- 
tions. Every community has certain groups concerned with the general 
social welfare of the persons within the community. They may be public 
departments and agents, such as departments of health, boards of educa- 
tion, family or children’s courts, boards of children’s guardians, overseers 
of the poor, and county commissioners. In addition there are the private 
groups, such as churches, service clubs, women’s clubs or professionally 
organized children’s aid societies, family welfare organizations, and many 
others. From the standpoint of the hospital, would the health needs of the 
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individual patient be better met if the pertinent facts about his school, 
his work, his home, were evaluated and on his discharge it was known 
that he would not return to the same environmental conditions which made 
hospitalization necessary? In certain communities it is very possible for 
the attending physician and the hospital administrator to have these social 
facts without the aid of a social agency because of the intimate knowledge 
afforded by the personal contact and relationship with the individual patient. 
Even when it is possible, the attending physician or the hospital adminis- 
trator rarely has sufficient time to work out the necessary details of indi- 
vidual case planning and to follow the post-hospital activities of patients 
unless there are clear-cut existing channels of co-operation with, let us say, 
the family, the school, the church, the employer. From the standpoint of 
costs, economic conditions of families and individuals are often known 
to the public health nurse or the organized agency or the public officials. 
Much time and effort could be saved on the part of the hospital by 
securing this information early in the course of hospitalization, thereby 
preventing both hospital abuse and the taking of heavier financial respon- 
sibilities than can possibly be met by persons overwhelmed by sudden or 
chronic illness. 

From the standpoint of the social worker, illness is the outstanding factor 
in social maladjustment. Medical care is essential for a very large propor- 
tion of persons who come to the attention of social workers. Just what 
proportion it is difficult to say. Figures from a large metropolitan center 
indicate that about 90 per cent of the social agencies’ clients are in need 
of some form of medical attention. 

Persons who come to the attention of social workers are to-day, by and 
large, from the lower economic groups, even though lack of funds is not 
the determining factor in social maladjustment. If some of these persons 
could have social guidance before they fall below the so-called maintenance 
level, it would undoubtedly be possible to prevent much dependency. Figures 
collected and analyzed by the Committee on the Cost of Medical Care show 
that adult males. have on an average one disabling illness, losing approxi- 
mately seven to eight days from work, per year. Adult females have one 
or two disabling illnesses and lose eight to twelve days from regular em- 
ployment. Children of school age average two periods of illness of five 
to seven days per school year. If this indicates normal expectancy in ill 
health to-day, it seems not unreasonable that clients of social agencies 
might have even longer periods of disabling illness, due to the fact that 
they are generally on the economic borderline between self-maintenance 
and dependency, and therefore are not so well nourished and maintained as 
those on higher economic levels. The social worker does and must nor- 
mally expect to need for those clients a very large proportion of medical 
care and treatment. Mr. John A. McNamara and Mr. J. S. Parker recently 
made a study of a cross section group of patients in general hospitals which 
showed that the average period of hospitalization per patient was 11.04 
days and cost $71.99. It is questionable whether or not this estimate of 
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average disabling illness, and the average cost of hospitalization, can be a 
fair basis on which to estimate the budget cost for clients of social workers 
It is perhaps a guide, but under present conditions probably not a safe 
estimate. The community social worker must depend on the medical institu- 
tion for guidance. A trained social worker has been taught to make a care- 
ful evaluation of her client’s situation, after having made a study of the 
factors involved, and to make a plan with the client which will be adaptable 
to his needs and best adjust him to his social situation. This plan is made 
only after consideration of the conditions involved, which usually include 
the physical condition and the medical recommendation on certain, if not 
all, members of the family group. It is apparent that this is a sound policy 
but it also involves the closest co-operation and interrelation between the 
medical examiner and the one responsible for the social plan. Whether this 
comes about through the direct contact with the attending physician or 
through the administration of the hospital or through the medical social 
worker in whose organization the clients are examined and treated, there 
is little difference in principle. The fact remains that the health condition is 
oftentimes the chief factor in social readjustment. Unless there is some 


- simple and clear method whereby this advice is given, and received and 


interpreted in terms of the individual's social needs, there is delay, poor 
co-operation, and sometimes disastrous results. The trained social worker 
has a foundation in the social and political sciences, in case work, and in 
welfare administration, but she may not have an understanding of the 
principles of hospital administration, of hospital and medical history, and 
of the significance of certain medical findings and diagnoses. She needs 
the intelligent and constructive criticism of those in the better standardized 
fields—law, medicine, theology—to help her in the application of the advice 
given. 

Too often the social worker has not had the preparation offered in a 
school of social work but has gone into the field from some other lay or 
professional group. She needs even more help and understanding. Here it 
may be opportune to point out that there are now many schools of social 
work, most of which are in universities, where preparation for social work 
is given. There is an Association of Professional Schools of Social Work 
with minimum standards requirements. This means that education for 
social work is continually being developed and standardized. Nine of the 
schools give courses in medical social work, where emphasis is placed 
on courses which will equip the worker to carry out her expected duties 
in medical institutions. 

Persons interested in and responsible for certain branches of community 
welfare too often have their knowledge of the hospital warped and dis- 
torted through gossip and current opinions. Could this not partially be 
overcome by a series of lectures given to selected groups? This presupposes 
a carefully mapped out plan for the series based upon a conscious need 
on the part of those who attend them. This plan is being tried successfully 
in several communities. 
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Participation on boards and committees in communities by hospital 
administrators and practicing physicians will also help to strengthen the 
working relationship between the hospital and the community. Generous 
consultation on individual case problems will also materially help in better 
understanding the medical point of view. Even though the participation 
may seem time consuming and at times unimportant, it is true that the 
standardization of the medical and hospital fields has brought into them 
skilled and well qualified personnel, The constructive thinking together 
which such committees afford is the means of promoting community wel- 
fare. Members of the medical and hospital field have much to give to this 
kind of organization. 

For the purpose of creating better qualified personnel, because of 
advances in standardization it is often important for hospital administrators 
and practicing physicians to be willing to assume leadership in community 
organization. Because health is so important a factor in any community’s 
welfare, it seems logical that the hospital should be the center for the 
general community welfare program. This type of program is being devel- 
oped in certain sections of the country with a real measure of success, 
from the standpoint both of health and of other social work. Here the 
hospital administrators are real leaders in the fields of community organiza- 
tion and public welfare. Municipal or county units of organization are 
used and activities are centered about the hospitals or health centers. 
Methods combine the forces of public and private agencies into one general 
scheme or program. Such a form of organization, of course, presupposes a 
careful study of the local situation with a well thought out plan of 
organization and working agreement. 


CONCLUSIONS 


Granted that every hospital wishes to meet the needs of its patients to 
restore them, insofar as is possible, to social and economic usefulness, there 
may be some ways in which the stimulation and co-ordination of existing 
social forces can. help toward this end. 

1. A social service department in the hospital organization can do much 
to help the hospital meet the social needs of the patients. Study your local 
situation. Good advice should be obtained and there should be sufficient 
funds to employ qualified workers before installing a department in a hospital. 

2. Interpretation of the hospital in the broadest sense will strengthen com- 
munity relations. Specific suggestions are: 

a) Participation in organized groups to consider community social prob- 
lems. 

b) Advice and counsel in individual cases. 

c) Consideration of the possibilities of popular interpretation through 
a series of lectures to selected groups. 

3. Communities need leadership in developing standards in the newer 
fields. It seems reasonable to expect some of this to come from the hospital 


field. 
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4. Utilization of the existing resources of the community by intelligent 
co-operation and group thinking and planning will lead to better under- 
standing. 

Mr. John Hall, now of Seattle, said in 1927 at the Virginia Conference of 
Social Work: “Any community large enough to have any organized social 
work is large enough to require a process and a mechanism for community 
co-operation.” This principle may be applied to any community. Local con- 
ditions may alter methods and details of operation. It is obvious that in the 
present age trends are toward mutual understanding through group discussion 
and group thinking. Patience, tolerance, and the intelligent working together 
of organizations interested in public and community welfare are steps toward 
the physical and mental restoration of the sick person who is the hospital 
patient. 


—— © 


THE HOSPITAL ASSOCIATION OF PENNSYLVANIA 


The Ninth Annual Conference of the Hospital Association of Pennsylvania 
was held in Pittsburgh, March 25, 26, and 27. This conference, as in previous 
years, was well attended, with a registration of well over three hundred from 
all parts of Pennsylvania. The program was exceptionally good. The round 
tables conducted by Mr. McNamara, Dr. MacEachern, and Miss Jessie 
Turnbull were particularly valuable. The questions raised and freely dis- 
cussed were of large interest to the hospital field. 

The papers and addresses presented at the different sessions were classical 
discussions of their respective subjects. Of particular merit were the papers 
of Dr. C. G. Parnall, president of the American Hospital Association, Mr. 
Oliver J. Keller, editor of the Pittsburgh Post-Gazette, and Dr. Thyrsa W. 
Amos, dean of women, University of Pennsylvania. 

The marked success of this conference was due to the efforts of the presi- 
dent, Miss Elizabeth H. Shaw, superintendent of St. Margaret Memorial 
Hospital, Pittsburgh, Sister Iraneus, superintendent of Providence Hospital, 
Beaver Falls, and Mr. Howard E. Bishop, the executive secretary of the 
association and superintendent of Robert Packer Hospital, Sayre. 

The officers elected for the next year are Mr. William M. Breitinger, 
superintendent of Reading Hospital, president; Mr. M. H. Eichenlaub, super- 
intendent of Western Pennsylvania Hospital, president-elect; Miss Elizabeth 
Shaw and Mr. George Wilson, trustees; Mr. Elmer Matthews, treasurer; and 
Mr. Howard E. Bishop, executive secretary. 
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DR. WALTER H. CONLEY RETIRES 


Dr. Walter H. Conley, director of the Metropolitan Hospital, New York, 
advises that he will retire about the middle of the year, under the retirement 
rules of New York, and will sail for France on May 31. 

Dr. Conley, in retiring from his connection with the department of hos- 
pitals of New York, leaves a fine record of achievement. He has filled at 





Dr. WALTER H. CONLEY 


different times almost every administrative position in the department, from 
medical director of Bellevue and other hospitals to the director of all hospitals 
under departmental control. For twenty years or more a very large part 
of the history of the development of the department of hospitals has been a 
consistent record of Dr. Conley’s services. 
“He has been a member of the American Hospital Association during his 
entire hospital administrative experience. He has heid many positions of 
honor and trust within the association and is a member of the present board 
of trustees. He has at all times contributed the most conscientious effort to 
promoting the best interests of hospitals and to the work of the association. 
Dr. Conley will spend a year of rest in France and it is the hope of his 
friends that upon its completion he will return to the United States and 
re-enter the hospital administrative field. 
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NATIONAL HOSPITAL DAY IN 
THE PHILIPPINES 


By E. D. AGuitar, M.D. 
Acting Director of Health, Philippine Health Service 
and 
Chairman, Executive Committee of National Hospital Day for the Philippine Islands 
Manila 


HE NATIONAL HOSPITAL DAY is a celebration of American origin. It 

was first introduced in the United States in 1921 for the purpose of 

familiarizing the people with the functions and workings of hospitals, 
stimulating community interest, and securing public support for these institu- 
tions. Its observance has been strongly endorsed by the President of the 
United States and members of his Cabinet. Since its introduction, it has been 
generally celebrated on May 12 in the United States and the Dominion of 
Canada. May 12 has been selected for the annual celebration of the National 
Hospital Day because it is the birthday of that famous woman, who did much 
for aiding humanity, Florence Nightingale. 

In the Philippines, the National Hospital Day, upon the invitation of the 
American Hospital Association, was first observed on May 12, 1926. Ever 
since, it has been observed every year all over the Philippine Islands on the 
same date, by proclamation of the Governor General. In 1929 the members 
of the local executive committee of the National Hospital Day, upon due 
discussion and exposition of reasons, have decided that the celebration shall 
take place on May 11, because it being Saturday it is more convenient to 
every hospital personnel as well as to the majority of the people than May 
12, which falls this year [1929] on Sunday. 

It is a blessing that the American Hospital Association has extended 
the celebration of the Hospital Day to the Philippine Islands where the 
needs for both hospital and nursing services are greater and the majority 
of the people less familiar with the benefits of such services. In times not 
very long past, in both the United States and Europe, hospitals were regarded 
with dread. The people did not make use of a hospital if they could be 
cared for at home. However, with each year that passed within the last two 
decades, coincident with the great strides made toward progress in medicine 
and surgery, the capacity of every hospital in the United States and Europe 
is becoming more and more taxed as people realize how much better they 
are cared for in hospitals than in even the most comfortable and luxurious 
homes. It is because of this fact that we consider the observance of the hos- 
pital day throughout the Philippine Archipelago as of the greatest significance 
and usefulness. 

Most of the eighty-five hospitals now scattered all over the Philippine 
Islands participated, as in the previous years, in the celebration of the 
National Hospital Day. The doors of these hospitals were thrown open 
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to the public during the Hospital Day. Demonstrations and displays of their 
activities and accomplishments were conducted, lectures or talks on impor- 
tant phases of the functions and workings of the hospital were given, and 
all sort of queries regarding hospitals were answered. In short, all informa- 








WINHING PosTER IN PHILIPPIE NATIONAL HospitaL Day ConrTEST 


tion and actual observations regarding hospitals were made available to the 
public during the Hospital Day. It was a great opportunity for everybody 
to get acquainted and understand better the usefulness of hospitals. Many 
persons in a community where there are hospitals visited their hospital or 
hospitals, making inquiries of what they do not understand and do not know 
about, and seeing what they have not seen yet in a hospital. In so doing, 
they have done justice not only to themselves and the hospital but also to 
the community wherein they reside, and to the country to whom they belong. 
Every individual should know and remember that the hospital of to-day is 
one of the finest and most humane products of civilization. To know it and 
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get acquainted with its functions and activities is in itself an education that 
every person should be proud of. 





TYPICAL ACTIVITIES IN THE CELEBRATION OF THE 
PHILIPPINE NATIONAL HOSPITAL DAY IN 1929 


Philippine General Hospital, Manila: 


During the celebration of the National Hospital Day last May 11, 1929, the 
Philippine General Hospital opened its doors to the public from 9:00 A.M. 
to 12:00 and from 2:00 to 5:00 P.M. for inspection. The Committee on 
Visitors reported that 5,900 people of different classes and nationalities visited 
the hospital during the day. 

The departments of medicine, surgery, eye, ear, nose, and throat, and 
pediatrics, the x-ray and pathologic departments, and the laboratory had pre- 
pared programs of the activities in the department and were all carried 
out as scheduled. The operating room amphitheater, during the demonstra- 
tion of the surgery department, was packed to the limit. The surgical 
museum was open the whole day and visitors were able to see the different 
specimens. The eye, ear, nose, and throat department exhibited instruments, 
apparatus, and foreign bodies from the eye, ear, nose, and throat, and con- 
ducted operations from 8:30 to 10:30 A.M. The pediatric department dem- 
onstrated giving baths to children and the public was shown an album con- 
taining interesting pictures of children’s diseases. 


Albay Provincial Hospital: 


As money was necessary in the celebration of the event, the employees and 
ofhcers of the Albay Provincial Hospital raised the fund by giving 3 per 
cent of their salary for April. The press (Heraldo Bicol) co-operated with 
the hospital personnel in making the celebration a success. Even the priests 
announced the date of the event in their sermons and the heads of offices 
notified their subordinates. Multi-colored lights featured the decoration of 
the hospital, and a fountain on the crater of the volcano shoot up high. To 
suit local conditions, a fixed visiting time was followed: 9:00 to 11:00 in 
the morning and 3:00 to 7:00 in the afternoon. A music band was hired 
to play on the occasion, and a sumptuous dinner was served to the visiting 
officials, and the dining table was graced by the presence of the provincial 
governor, the provincial treasurer, and the provincial commander. A demon- 
stration was given by the chief nurse at the operating table. The people were 
made acquainted with the hospital work and services during the celebration. 


Ilocos Sur Provincial Hospital: 


During the Hospital Day, the institution was opened for inspection by the 
public from 8:00 to 11:00 in the morning and from 2:00 to 3:00 in the 
afternoon. Between 3:00 and 4:00 various games were played. Later in 
the afternoon, an open-air literary and musical program was held. During 
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the whole day, people from ail walks of life, regardless of religion and politi- 
cal affiliation, thronged the institution to acquaint themselves with the work- 
ings of Ilocos Sur Provincial Hospital. 


Margosatubig Public Hospital, Zamboanga: 


The National Hospital Day was celebrated successfully. It was conducted 
by the acting ward superintendent because the resident physician at the time 
was attending the conference of physicians in Baguio. The hospital was 
opened to the public all day long for inspection. Half of the people that 
thronged the hospital were of the non-Christian Filipinos, namely, the 
subanos and the moros. In the afternoon a program was rendered, and 
the speakers were mostly of the town officials explaining to the people the 
importance and the significance of the National Hospital Day. 


Davao Public Hospital: 

The hospital buildings were elaborately decorated with flags and buntings. 
Short talks and lectures were delivered by the technical staff to the visitors, 
stressing principally the mission of the hospital and the advantages to be 
derived from hospital care. 


Mati Emergency Hospital, Davao: 

The celebration of the National Hospital Day was widely made known 
to the public by publicity aside from the efforts displayed by the district 
nurse towards making the people well informed on such an important event. 
Non-Christians accompanied by some prominent persons in the locality 
visited the hospital in the morning. The aim and purpose of the hospital and 
its success in the past were fully explained to them by the district nurse. 
A short program was held in the afternoon, and a large number of persons 
attended the affair. Municipal and insular officials, prominent planters in 
the locality, and members of the Mati Woman’s Club made the affair attrac- 
tive to the common people and particularly the non-Christians. The visitors 
were entertained with music furnished by the local commanding officer of 
the Philippine constabulary. 


Butuan Public Hospital, Agusan: 

A mass was performed by Rev. P. Jose Buxo and held in one of the 
departments of the hospital. It was attended by many people from the town 
and barrios and others from the neighboring towns. The hospital was packed 
with people. Chiefs of offices and other government officials, among whom 
were the provincial governor, third member, provincial treasurer, provincial 
commander, teachers, etc., were in the mass. After the mass was over, the 
government officials and others were conducted to the different departments 
of the hospital, and the purpose of each department was explained to them. 
A demonstration consisting of a laparotomy operation was performed by the 
acting chief of the hospital and resident physician. At about 2:00 P.M. 
baby contest was commenced. Hundreds of children of different sexes and 
ages were brought in for the contest. The healthiest three of the children 
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were selected from babies under one year, and from one to five years old, to 
whom prizes were awarded. 
San Pablo Hospital, Laguna: 

In the morning of May 11, 1929, the hospital was opened to the public, 
who in groups accompanied by the nurses inspected the different parts of 
the hospital and were explained how they are run and how the patients 
are being taken care of. In the afternoon, a musical literary program was 
held in the tennis court in front of the hospital. Speeches were delivered 
and musical numbers were furnished. A balagtasan (a sort of debate) 
was staged by two prominent vernacular poets of the locality. 

Tarlac Provincial Hospital: 

The program of the day consisted of a parade in the morning by a band 
with placards through the principal streets of the town to the hospital. A 
band concert was held at the front of the hospital, the whole morning until 
noon. The visitors and patients enjoyed the short musical program rendered 
by the hospital personnel. Ice cream party was afterwards given to the 
public. The hospital and its different departments were opened to the 
public. The nurses served as guides and explained to the visitors the work- 
ings of the hospital. The exhibits of surgical specimens received the most 
attention and interest of the public. In the evening, an informal party was 
held at the nurses’ home. A dance was held. All expenses incurred were 
borne by voluntary contributions of the personnel. 


Laguna Provincial Hospital: 

At about 8:00 o'clock in the morning, the people gradually flocked into 
the hospital with the aim of seeing the well advertised demonstration of the 
different hospital activities. They were led to the different wards and to 
the dressing, operating, and delivery rooms where everything was explained 
to them. In the afternoon, a stage was built on the eastern side of the hos- 
pital on which those who took part in the program were accommodated. 
Speeches befitting the occasion were delivered. After the program, refresh- 
ments were served. 

Leyte Provincial Hospital: 

In the morning a band was hired to go with the parade. Among those whe 
participated in the parade were the Red Cross nurses in Leyte, the con- 
stabulary soldiers, members of the police force, the Scout boys, and some 
school children that were available. After the parade the participants of 
the parade were photographed in front of the hospital. There were demon- 
strations of different cases given. In the afternoon, the program was held at 
the plaza in front of the hospital. People from different walks of life gath- 
ered in front of the hospital to hear the speeches delivered by prominent 
persons of the locality. After the program light refreshments were served. 


Sulu Public Hospital: 


In the morning people flocked to the hospital. They were conducted to 
the different places of the hospital and made acquainted with the workings 
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of same. The people were especially interested in the surgical specimens 
and pictures of surgical operation. In the afternoon, a program was held 
in the hospital in which the Provincial Governor, the Municipal President, 
and other prominent members in the community took part. 


Bontoc Hospital: 

A parade was held in the morning and a short program was given after- 
wards in front of the hospital. Speeches touching briefly on medicine, 
obstetrics, and surgery were delivered. The program was closed by a native 
dance. The rest of day was “open house” during which time people were 
taken around the hospital and shown demonstrations in the operating room, 
delivery room, laboratory, wards and private rooms, pharmacy, dispensary, 
and last the kitchen. Peanuts and candies were freely distributed as long 
as they lasted, tobacco for those who wanted to smoke, and native wine for 
the highlanders. 


Tayabas Provincial Hospital: 

The hospital was opened to all visitors from 9:00 to 11:00 A.M. and 
2:00 to 5:00 p.m. Exhibitions of interesting pathological specimens were 
given; a band concert was held; and refreshments were served later. The 
most important feature of the celebration was the baby contest, for it may 
be mentioned that this contest was the first of its kind ever held in this town. 


Mary Johnston Hospital: 


The hospital was thrown open for inspection of the public from 9:00 to 
12:00 A.M. and from 3:00 to 6:00 in the afternoon. The visitors were per- 
sonally conducted to the different wards and demonstrations of work and 
equipment were shown them. Public health activities were likewise explained 
to the people. Health posters were exhibited. The constabulary band con- 
cert was held in the afternoon, and a health pageant on the plaza in front 
of the hospital concluded the program. 


Lanao Public Hospital: 


The day was an “open day.” For the convenience of the hospital and for 
the hospital personnel to cope with the work of the day, government employees 
and their families were received in the afternoon while in the morning the 
public in general, mostly moros, visited the hospital.. Early in the morning, 
a decorated truck with lettering of “Hospital Day” and the Philippine con- 
stabulary band inside was sent around the neighboring towns, making stops in 
some more barrios for short lectures on hospital day significance and inviting 
them to visit the hospital and bring their babies with them for the moro 
baby contest. About 7:00 o'clock in the morning, moros began coming in 
big groups to the hospital until late in the afternoon. All visitors, both 
Christians and moros, were conducted to the different departments, wards, 
and private rooms of the hospital by the hospital personnel, who made the 
demonstration of the equipment and specimens and lectures on the work 
and care rendered to the patients. Operations, first aid demonstrations, and 
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other treatments of the most common ailments among the moros were part 
of the program. The constabulary band furnished music during the day. 
Refreshments were served and cine tickets were distributed to the moros. 


Puerto Princesa Provincial Hospital: 


The day was divided into three parts: literary program, baby contest, and 
ball. The literary program was held in the lobby of the hospital from 9:00 
to 11:00 A.M. It was well attended. People from all walks of life came 
to witness the celebration. Speeches were delivered by the prominent per- 
sons of the locality. The reception and ball was held in the Municipal 
building and was considered a fair social gathering. 


Zamboanga General Hospital: 


The hospital was opened to visitors from 9:00 A.M. to 12:00 noon and from 
2:00 to 5:00 P.M. Various surgical operations were performed before them. 
During the whole day surgical and autopsy specimens were on exhibition. 
From 4:00 to 5:20 P.M. a baby show was conducted. At 5:30 P.M. an open 
air program was rendered consisting of speeches, songs, and folk dances. 
The speakers discussed various topics emphasizing the importance of the hos- 
pitals, the value of health, and the necessity of public co-operation. The 
program was well attended. It is estimated that over a thousand people 
visited the hospital. They came from all points of Mindanao and Sulu as 
the occasion was held during the busy weeks of the month wherein many 
teachers and other government employees were visiting Zamboanga. Pam- 
phlets containing articles written by prominent men of the locality were 
distributed to the visitors and the local newspapers devoted their Saturday 
issues for the publication of articles and news concerning Hospital Day. 
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QUESTION: How do hospitals not employing licensed pharmacists handle narcotics? 


Where no registered pharmacist is in the employ of the hospital the 
narcotics must be carefully recorded as issued. Every prescription filled should 
be over the signature of the attending physician, and the drug itself, the 
quantity administered, and the time of administration, together with the 
name of the patient, must be properly recorded in a book kept for that 
purpose. Standard books for recording the use of narcotics can be obtained 
from any one of several printing houses. Such a book should be used as a 
permanent record of the administration of narcotics in the hospital and should 
be available for inspection by any official of the narcotic division. _ 

All narcotics not in actual use in the different wards of the hospital should 
be kept under lock and key. 


QUESTION: Please advise whether it is a proper procedure for hospitals to give 
x-ray service to men who are practicing osteopathy. 


It is assumed that your x-ray department is under the direction of a roent- 
genologist who is a graduate of a regularly recognized school of medicine 
and has received the degree of Doctor of Medicine. The service of the 
doctor in charge of the x-ray department in taking the x-ray pictures and 
interpreting the pathology would be a consulting service, and the hospital 
should not expect a member of its staff to consult with men who are prac- 
ticing osteopathy in connection with the treatment of their patients. Your 
staff is well within its rights in objecting to such a procedure. 





QuEsTION: Members of the staff of this clinic would appreciate your reply to the 
following questions: 

1. Is it wise to administer a general anesthetic in such an institution? 

2. Is it ever wise to do so without a preliminary check of heart, lungs, and 
kidneys? 

3. Does the duration of anesthetization affect the propriety of giving it? 

4. Should condition of the weather (extreme cold) and lack of knowledge of 
home conditions affect the decision? 


1. If your clinic has a trained anesthetist, and adequate facilities for the 
giving of anesthesia, it would be perfectly proper to administer an anesthetic 
in your clinic. If you have not, its administration would be condemned 
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2. In all cases where a constitutional anesthetic is administered there 
should be a preliminary check-up on the heart, lungs, and kidneys, since the 
condition of these organs would influence the selection of the anesthetic and 
might contraindicate its use in any event. 

3. If the anesthetist were incompetent or untrained and the period of 
anesthetization were to be continued unduly long, there would be a distinct 
impropriety in the administration of such anesthetic. 

4. The same safeguards should surround the administration of an anes- 
thetic in a clinic.as surround it'in a hospital, and the patient should not be 
subjected to any hazard in the clinic, whether from climatic conditions or 
otherwise, that he would not have to accept in any well ordered hospital. 


QueEsTION: Can you give me information on refrigerator space necessary for a 
250-bed hospital? 

In the latest 250-bed hospital constructed a 25-ton ice plant was installed, 
of which 3 tons were for the manufacture of ice. Machinery belonging to 
this plant was accommodated in a space 20x40 feet in dimension. The refrig: 
erator space installed was as follows: one three-compartment cold storage 
box containing 312 square feet (2500 cubic feet); one six-cell mortuary 
box, 72 square feet (685 cubic feet); twenty small refrigerator boxes of 
60 cubic feet each. If the ice machinery includes a horizontal type of con- 
denser, the height of the ceiling in the machinery room should be 8 feet 6 
inches; if a vertical type is used, it should be higher so as to allow sufficient 
room for removing the condenser head if necessary. 





QuesTION: Should the donor in a -blood transfusion collect his fee from the 
hospital in which the patient is being cared for, when the hospital calls the donor, 
this in the event that the patient does not pay the donor? 


Where there is no contract or agreement the law enables the person from 
whom service or merchandise was obtained to make a claim against the 
party acquiring such service or merchandise to the amount of its value. It 
is the duty of the person making the claim to prove the worth of the com- 
modity. 

In the present inquiry it appears that the pathologist in the hospital, hav- 
ing the apparent authority to act as its agent for the purpose, purchased 
the services of a donor for blood transfusion. So far as it appears, no 
representation was made that in so doing the pathologist acted as agent for 
the patient or the party responsible for him, he being a minor whose identity 
was not disclosed to the donor when his services were engaged. It would 
seem clear, therefore, that the hospital is primarily responsible for the 
payment to.the extent of the reasonable and customary value of the service. 
There would seem to be no difference between this item and other: supplies 
and services acquired by the hospital for the use and benefit of the patient. 
It may be possible, however, that the claim could be defended on the ground 
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that the pathologist exceeded his authority in the purchase of this service, 
in which case he could be held personally responsible by the claimant. 

Generally speaking, it would seem an obligation of the hospital to furnish 
such facilities as were deemed necessary by its staff physician for the proper 
treatment of the patient, if it was within the reasonable possibility of -the 
hospital to obtain them; and with regard to blood transfusions, which fre- 
quently must be prescribed for hospital patients, it would further seem: 
that hospitals undertaking to give free or partly paid treatment should 
make proper provision for such service, a part of the provision being a list 
of donors properly typed and physically examined and, of course, an under- 
standing with regard to the price of their services. These donors, under 
proper agreement, could be engaged by the patient, in which event the donor 
must look to the patient for payment, or be engaged by the hospital, in which 
event the donor should look to the hospital for payment; and of course, 
in any event, the hospital may seek payment from the patient on the same 
basis that it demands payment for other services rendered. The upshot 
of the matter is that the donor has a right to payment in accordance with 
any agreement that may have been made or, if no agreement has been made, 
in accordance with what the law calls an “implied contract.” 

If in the given case the pathologist had sought an agreement from the 
donor that he should look to the patient for payment, or if the donor had 
been notified to this effect, no claim could be made against the hospital, but 
it is not understood from the statement of the case that such was the fact. 





QuesTION: In the state of Wisconsin, in the event of x-ray burns who is liable 
the hospital employing the technician or the doctor under whose explicit orders the 
treatments were given? 


There are not sufficient facts on which to base an opinion. In certain 
x-ray treatments, where the condition is sufficiently serious for drastic 
treatment, the patient must take the chance as in other operative procedures, 
but should have been so informed. In such event there would be no liability. 

The doctor, the technician, or the hospital might all or severally beheld 
liable, depending on the circumstances of the particular case. 

Was not the therapeutic use of x-ray the practice of medicine? Do not 
the laws of Wisconsin prohibit this except by an authorized physician? In 
such event the doctor or the hospital who employed the technician for such 
purpose, as well as the technician, might well be held liable unless, as to 
the hospital, the rule with regard to non-liability of a charitable hospital 
applies. 

Was it a business or a charitable hospital? 

If the latter, the rule in Wisconsin as stated in Morrison v. Henke et al. 
(165 Wis. 166; 160 N.W. 173) would seem to apply. In that case one 
of the defendants was an eleemosynary institution paying no dividends and 
the nurses were furnished by it to attend a patient of physicians who came 
to the hospital to “treat a patient desiring their services.” The jury found 
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that (1) the injury was from a hot water bottle (2) placed by incompetent 
nurses (3) who were wanting in reasonable care. The Court held that 
the physician was not liable because he did not employ the nurses and 
that the hospital was not liable: “Since it derives no profit and is founded 
for the sole purpose of conserving the health and life of all who may 
need its aid, sound public policy dictates that it should be exempt from the 
liability attaching to masters whose only aim is to engage in enterprises of 
profit or self interest.” 

A new trial was asked upon the question of “due care of the hospital in 
the selection of nurses,” following the trend of decisions in certain jurisdic- 
tions, but the Court found that “the evidence would not warrant sending 
the case back for trial upon that issue.” It would seem, therefore, that this 
latter question has not been conclusively ruled upon in Wisconsin. 

A later case of hot water bottle burns, Kuglich v. Fowle 1922, in which 
there were two hearings (186 N.W. 188; 200 N.W. 648), involved physi- 
cians, nurses, and hospital; but, although the hospital was a private institution, 
it was held not liable on the facts after rehearing. A verdict was found 
against the doctor. 

There appear to be no other pertinent cases in Wisconsin. If a claim 
against the hospital is being pressed, the advice of local counsel should be 
sought. 
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ALABAMA HOSPITAL ASSOCIATION 


The state association of Alabama will hold its annual meeting at 
Exchange Hotel, Montgomery, on the 16th of April. At the dinner at 
six o'clock a round table discussion will be conducted by Dr. Malcolm T. 
MacEachern of the American College of Surgeons. The president of 
the association, Dr. French H. Craddock, is to preside over the session. 
No papers are scheduled for presentation, but the general subjects assigned 
for discussion will emphasize the development of increased efficiency in 
the operation of Alabama hospitals. 





THE TEXAS HOSPITAL ASSOCIATION IS ORGANIZED 


On Saturday, May 15, eighty-five hospital administrators and members 
of boards of trustees and staffs, representing forty-three hospitals, met at 
the Methodist Hospital in Fort Worth and organized the Texas Hospital 
Association. 

The Committee on Organization (Messrs. Robert Jolly and Joe Miller of 
Houston and Dr. L. R. Wilson of Galveston) succeeded in having all of 
the larger hospitals in the state represented. Several of the delegates traveled 
a greater distance than from Chicago to Fort Worth to attend the meeting. 

After the preliminary organization was effected, the convention was 
addressed by Dr. Charles W. Moots of the American College of Surgeons, 
Dr. Emmanuel of El Paso, Mr. C. Q. Smith of Fort Worth, and others. 
The remainder of the morning session was given over to a round table 
conducted by Dr. Wilson, of the John Sealy Hospital, Galveston. 

The temporary chairman, Mr. Robert Jolly, of the Baptist Hospital, 
Houston, presided at the afternoon session, with Dr. Twitty, superintendent 
of Baylor University Hospital, Dallas, as temporary secretary. The report 
of the Committee on Constitution and By-laws was adopted, and the 
Nominating Committee presented its report and the following officers were 
elected: 

President, Dr. L. R. Wilson, John Sealy Hospital, Galveston 

President-Elect, Mr. Robert Jolly, Baptist Hospital, Houston 

First Vice-President, Mr. C. Q. Smith, Methodist Hospital, Fort Worth 

Second Vice-President, Mrs. Martha Robertson, Medical and Surgical 
Hospital, San Antonio ' 
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Treasurer, Miss May Smith, Bradford Memorial Hospital, Dallas 
Secretary, Mr. Joe Miller, Jefferson Davis Hospital, Houston 
Trustees: for one year, Miss Ellen Louise Brient, Physicians’ and Surgeons’ 
Hospital, San Antonio 
for two years, Mr. Joe Miller 
for three years, Dr. J. H. Stevenson, City and County Hospital, 
Dallas. ‘ 
for four years, Mother Presentation, St. Joseph’s Infirmary, Paris 
for five years, Miss Ara Davis, Scott and White Hospital, Temple 


The session concluded with a banquet addressed by Dr. Bert Caldwell, 
of the American Hospital Association. One of the interesting features of 
the banquet’s program was an “Ask Me Another” hour, and questions 
were presented by everyone attending. The discussions were decidedly 
interesting and valuable. 


The Texas Hospital Association is off to a fine start and will develop 
into a strong organization. In spite of the distances to travel, the mem- 
bership will increase in numbers, as well as in purpose. Some of the finest 
hospitals in the country are located in this state, and the growth in hospi- 
tals in Texas in the past five years is relatively as large as, if not larger than, 
in any other state. 


— + <2 + 


THE NEW ORLEANS CONVENTION 


The October convention of the American Hospital Association will bring 
together an unusually large group of hospital people. At a recent hospital 
convention in Texas, when those who planned to attend the New Orleans 
meeting were asked to stand up, almost half the convention arose. Some of 
them will have to travel a greater distance than those attending from New 
York. 


New Orleans is an ideal convention city, with its historic background, 
delightful Vieux Carré, fine hotels, and its “Old Man River.” There is much 
about it that makes it distinctive and in many ways it is America’s most 
interesting city. 

In October the climate is wonderful. The days are pleasantly cool. In 
no place, at this time of the year, could pleasure and the business of the con- 
vention be better combined than in this old city, half Latin, half American. 
Nearby are the old sea coast pleasure resorts of the Fifties—Bay St. Louis, 
Pass Christian, and Biloxi, the rendezvous of both pleasure seeker and pirate. 
New Orleans and the Gulf Coast are at their happiest in October. 

The educational and commercial exhibit will be more interesting this year 
than ever before. One hundred and twenty firms have asked for exhibit 
space, and this prior to distribution of the diagrams. The Hospital Exhibitors’ 
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Association is arranging a particularly fine display, and a visit to this exhibit 
will in itself be worth the trip. 

One of the noteworthy features of the educational exhibit if plans don’t 
go wrong is a complete model of a storage room for x-ray films, with ali 
attendant equipment. The Society on Cancer Control will probably have an 





Dr. W. CoLtsy RUCKER 


Medical Director, U. S. P. H. S. Hospital, New Orleans, and Chairman, 
Local -Arrangements Committee, New Orleans Convention. 


especially interesting exhibit showing the latest work in this direction. 

The Hospital Council in New Orleans is making special arrangements for 
the guests for the week. The hospital people of Latin America are to 
be especially invited through the Pan-American Union and individually by 
his honor, the Mayor of New Orleans. 

The programs will be built along the lines of a conference, with the round 
tables arranged as a hospital institute. 

Letters are being addressed to the presidents of the boards of trustees of all 
hospitals inviting them and their superintendents to attend this convention. 

The Roosevelt is the hotel designated as the official convention headquarters 
of the Association. 
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LEGISLATION 


The following bills have been introduced into the legislatures of the states 
mentioned: 

Virginia—HTN-182 limits hospital care and treatment and medical 
service in workmen’s compensation cases to sixty days in each case. 

HTN-311 regulates the sale of barbital. 

New Jersey.—S.B.117 or H.B.284 provides for lien in favor of physicians, 
nurses, and hospitals against damages awarded in accident cases. 

Kentucky.—S.204 or H.274 amends the workmen’s compensation law by 
extending it so each employer shall be liable to 120 days, and increases 
amount allowed for medical and hospital service. 


COMING MEETINGS 


Tennessee Hospital Association—Nashville, April 7. 

Alabama Hospital Association—Montgomery, April 16. 

Louisiana Hospital Association—New Orleans, April 22. 

Midwest Hospital Association—Tulsa, Okia., April 25-26. 

Kentucky Hospital Association—Louisville, April. 

Ohio Hospital Association—Cincinnati, May 6-8. 

Connecticut Hospital Association—Norwalk, May 7. 

Hospital Association of the State of New York—-New York, May 8-10. 

Georgia Hospital Association—Augusta, May 13. 

Minnesota Hospital Association—St. Paul, May 23-24. 

American Medical Association—Detroit, May 23-27. 

North Carolina Hospital Association—Gastonia, May 27-29. 

International Guild of Catholic Nurses—Milwaukee, June 6-7. 

American Association of Hospital Social Workers (annual meeting) 

Boston, June 7-14. 

American Nurses’ Association—Milwaukee, June 9-14. 

National League of Nursing Education—-Milwaukee, June 9-14. 

Ontario Hospital Association—Toronto, October 1-3. 

American College of Surgeons—Philadelphia, October 13-18. 

(Hospital Conference) 

American Protestant Hospital Association—-New Orleans, October 17-20. 

American Hospital Association—New Orleans, October 20-24. 

American Occupational Therapy Association—New Orleans, October 20-24. 

American Association of Hospital Social Workers (semi-annual meeting) 
New Orleans, October 20-24. 

Children’s Hospital Association---New Orleans, October 23. 

Kansas Hospital Association—Newton, October. 
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APPLICATIONS FOR MEMBERSHIP 
HOSPITAL LIBRARY AND SERVICE BUREAU 


The library is being used increasingly as a meeting place for organizations. 
The importance of Chicago as a hospital center is shown by the character of 
these groups. 

Recently a class of physical therapists from Northwestern University, 
with members of the Visiting Nurse Association, spent an afternoon in 
the library. 

Sixty postgraduate students of Cook County Hospital, representative of 
many sections of the country, met there on March 19. The functions of 
the American Hospital Association were explained by Dr. William Walsh 
in the absence from town of the executive secretary. Miss Katherine Allen 
spoke on “Hospital Social Service” and the work of the library was outlined 
by the librarian and the director. Dr. Malcolm MacEachern presided as 
chairman. : 

The Illinois Society of Occupational Therapists, forty-two in number, held 
its March meeting in the library. An unexpected visitor was Mr. Paul Fesler, 
superintendent of the University of Minnesota Hospital, who had recently 
attended the International Conference on Crippled Children at Toronto, and 
addressed the society informally on “Occupational Therapy.” 

One of the most interested visiting groups was that from Loyola University. 
Father Bernard Selmeier, the instructor, accompanied his class of fourteen, 
representative of a number of hospital educators in Chicago and vicinity. 

Two classes of student nurses were shown the materials which would assist 
them in their studies. 

Visitors and students expressed their appreciation of the valuable assistance 
made possible through the files of the library. 

Ci S 





APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
RECEIVED SINCE DECEMBER, 1929 


Fe | Re AEN EE De ALTERS Ee Mem TIL Se Amesbury, Mass. 
Conmbertieare General Mhowpltall... -<.--cc. cscs ccteenceeinain Trenton, N.J. 
The Children’s Hospital. .........:.......-----...-<c--.-ccassececeeosesee A ROOEA, Tenn 
EE een EN mr ane eae Memeo Aaon! cnet Oe TT Beloit, Kans. 
CS SS ee erERte SoS e aw aT mr Bee ee ened Morganston, N.C. 
eg | NEMO eO TF 
| FRNA ener Ty MEN ke eno u ery Mine bi Ie oT Slayton, Minn. 
Johnston Emergency Hospital nn... iincciccenscicssscesnjecesoseation Milwaukee, Wis. 
Ties ae ONION anni tccecenteilantncens Madison, Ind. 
Lee Memorial Hospital, Albert Lindley........222.2.2.22.22.2..--.2-cc0-20--0000- Fulton, N.Y. 
obese: Wiemann, TOU issn sins vss niih inning accel Natick, Mass. 
Re | SEAN NOT CO eT MEE DANCE McAlester, Okla. 
Plant Mospital, The Morton F......... od Clearwater, Fla. 
St. Mary’s Free Hospital for Children. —.........2...2..22202..20.20000000++ New York, N.Y. 
Sanatoria of the Province of Antwerp.................2.....2000---+- Antwerp, Belgium 
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Clinical Laboratory 
America’s Leading 


ITH the increasing 
number of hospitals and 
clinics maintaining completely 
equipped laboratories for 
routine and research work 
comes the demand for better, 
more precise instruments. 
The examination of bacteria, 
corpuscle counting and analysis 
of blood, analysis of urine and 
other biological fluids all re- 
quire apparatus especially 
designed for these purposes 
and built to high stand- 

ards of precision. 





Microscope FFSA 





AKW-5 Wide-Field 
Binocular Microscope 


| The experience of 
seventy-seven years 





Minot Automatic Rotary Microtome 656 ST. PAUL STREET 


BAUSCH & LOMB 


Good advertising shows the way to efficient buying. 
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Equipment by 
Optical Institution 


enables the Bausch & Lomb 
Optical Company to supply 
optical and mechanical instru- 
ments of the utmost precision 
for the use of the medical pro- 
fession. Microscopes, Micro- 
tomes, Centrifuges, Haemacy- 
tometers, Hemoglobinometers, 
Colorimeters, Spectrophoto- 
metric Apparatus and many 
other instruments... the 
finest available. 





Electric Centrifuge 





Let us tell you about the 
equipment in which 
you are interested. 
Write today for com- 
plete information. 








ROCHESTER, NEW YORK Haemacytometer 


OPTICAL (C@. 


Advertising is tireless, non-stop salesmanship. 
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APPLICATIONS FOR PERSONAL MEMBERSHIP 
RECEIVED SINCE DECEMBER, 1929 


Abernathy, W. E., manager, Hinsdale Sanitarium & Hospital, Hinsdale, Ill. 

Akerman, Mrs. Joseph, Augusta, Ga. 

Akerman, Joseph, M.D., Augusta, Ga. 

Amalia, Sister, supt., St. Mary's Hospital, Quincy, Ill. 

Ambler, Cicely, R.N., supt., Morton F. Plant Hospital, Clearwater, Fla. 

Baptista, Sister M., R.N., supt., St. Elizabeth's Hospital, Chicago, Ill. 

Barker, W. D., supt., Noyes Baptist Hospital, St. Joseph, Mo. 

Barton, Ruby IL, R.N., supt., Elkhart General Hospital, Elkhart, Ind. 

Bass, Minnie B., instr. nrs., Wesley Memorial Hospital, Emory University, Ga. 

Batdorf, Esther, R.N., supt., Lafayette Home Hospital, Lafayette, Ind. 

Bateman, Edith F., supt., Shriners Hospital for Crippled Children, St. Louis, 
Mo. 

Benita, Sister M., superior, St. John’s Hospital, Anderson, Ind. 

Bernadotte, Sister M., R.N., supt., St. Anthony’s Hospital, Rock Island, III. 

Binner, Mabel, supt., Children’s Memorial Hospital, Chicago, III. 

Birkenstock, C. F., M.D., med. supt., Hinsdale Sanitarium, Hinsdale, Ill. 

Blaisdell, Helen M., supt., The Westerly Hospital, Westerly, R.I. 

Blanchard, Helen E., supt., Phoebe Putney Memorial Hospital, Albany, Ga. 

Brady, E. J., M.D., supt., Psychopathic Hospital, Colorado Springs, Colo. 

Brown, Ruth A., R.N., supt., Wyandotte General Hospital, Wyandotte, Mich. 

Bryan, Willette, R.N., oper. room supvr., Coker’s Hospital, Canton, Ga. 

Burrus, John T., M.D., surgeon, High Point Hospital, High Point, N.C. 

Buster, A.L., bus. mgr., Stamford Sanitarium, Stamford, Tex. 

Butler, Arthur H., M.D., supt., El Paso City-County Hospital, El Paso, Tex. 

Butts, Willard W., supt., St. Luke’s Hospital, Bethlehem, Pa. 

Candlish, Jessie M., R.N., supt., Henrietta Egleston Hospital for Children, 
Atlanta, Ga. 

Chandler, Earl, supt., Columbia Hospital, Milwaukee, Wis. 

Chrysostoma, Sister M., supt., St. Joseph’s Hospital, Mishawaka, Ind. 

Coker, Grady N., M.D., supt., Coker’s Hospital, Canton, Ga. 

Conroy, Mrs. J. M., pur. agt., Pure Air Sanatorium, Bayfield, Wis. 

Corwin, Allen W., pres., Elizabeth A. Horton Memorial Hospital, Middle- 
town, N.Y. 

Crane, C. W., M.D., med. dir., Savannah Valley Clinic, Augusta, Ga. 

Cumbee, Lillian, instr., Piedmont Hospital, Atlanta, Ga. 

Daly, Etta T., lab. tech., Ciy Hospital, McKinney, Tex. 

Davis, Marion A., pur. agt., New York Post-Graduate Hospital, New York 
N.Y. 

Deacon, Frank, M.D., pres., Jackson Park Hospital, Chicago, III. 

Dempsey, Elizabeth, supt., National Homeopathic Hospital, Washington, D.C. 

Dunne, M. Eva, R.N., princ. school of nrsg., Buffalo General Hospital, Buf- 
falo, N.Y.. 
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C HARACTER.. 


THE policy of the American Ster- 
ilizer Company is to build character into 
sterilizers . ... the kind of character that y, We fll ! 
justifies the utmost confidence in the minds thet | 


of surgeons and hospital executives. Cy 


I This character building began before 
the death of Louis Pasteur while sterili- 
zation was still being done with crude 
implements, when two young men, 
founders of this company, undertook to 
produce adequate sterilizers. 





gq During the intervening years... more 
than thirty ... the business has gone on 
with never a change in purpose and with 
no conflicting interests. The policy of the 
business is still dictated by the founders. 


| 
| 
ig] 


THE DISCOVERY OF MICROBES 


AN UNUSUAL bump of curiosity led Anthony 
Leeuwenhoek, janitor of the city hall in Delft, Hol- 





land, into the grinding of lenses as a pastime. A little 
success thoroughly aroused his interest and he kept 
at his experiments for years until in about 1683 he 
finally produced a microscope, crude as compared 
with our present day models, but sufficiently accu- 
rate to permit him to see the microbes in a drop 


of water. 


@ Feverishly he examined other drops of water and 
in all of them he found those curious “little animals” 
swarming about. Mystified and all unsuspecting of 
the importance of microbes, he reported his discovery 
to learned men and permitted them to look through 
his lenses and marvel. He guarded his secrets jeal- 
ously, never parting with a single microscope until, 
on his deathbed many years later, he bequeathed 
to the Royal Society of England all that he knew of 
lens grinding and microbes. 

(| 
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BUILDING CHARACTER 


PALT AS STERMIZERS «a 


AA INVOLVES as a first principle, exceedingly 





z Degrees F 


z 





simple control of apparatus which can be depended 
upon for perfect sterilization. 


American Pressure Steam Sterilizers for all sur- 
gical materials are capable of the kind of perform- 
ance illustrated by the accompanying temperature 
chart, these temperatures having been accurately 
taken at the center of a heavy load in a large 
sterilizer. 


Every sterilizing function is completely controlled 
by this single dialed valve, the simplicity of which 
largely removes the personal element from the 
accuracy of performance. 


Minimum _———— 








Sterilizing range 


Maximum pressure 19 ibs. 





5 190 5% 2 2 BW Minutes exposure 
after turning steam into chamber 


Chart showing temperatures ai center of load weighing 114 Ibs. 


consisting of wrapped packages of dressings in drums. 


HOW TO CHECK FOR ACCURACY OF STERILIZATION 


D' ack controls, or a newer device known as 
a lag thermometer, are of great value in 
testing the accuracy of pressure steam ster- 
ilizers for surgical toatl. 

Operators in making such tests should remem- 
ber that the location of the control or ther- 
mometer is of the utmost importance because 
steam in any sterilizer is always most quickly 
effective in the top part and least effective 
near the bottom at the center. Considerably 
more time will always be necessary to sterilize 
at the bottom than at the top. 

Therefore, the control or thermometer to be 
truly indicative of sterilizing conditions, must 


be placed near the bottom of the chamber 
about midway from front to back. The con- 
trol should be inserted in the center—not 
just under the cover—of a package typical of 
the tightest, most compact wrapping of the 
bundles to be sterilized. 

If drums are used, the same procedure is 
necessary, care being taken to so place the 
drum in the sterilizer that the control is in 
the center of a package at the bottom of the 
drum. 

One control or lag thermometer properly 
placed in the sterilizer will serve as a thor- 
oughly practical check against inaccuracies. 


AMERICAN STERILIZER COMPANY 
ERIE, PENNSYLVANIA 


EASTERN SALES OFFICE: 200 Fifth Avenue, New York City 


CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Calgary and Winnipeg 
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aphie and Jluoroscopic Diagnosis 


Victor Shock Proof XRay Unit 


(ITS OIL IMMERSED) 























OTHER FEATURES 


100% electrically safe. 

Silent operation. 

Self-contained. Compact. 

Greater flexibility. 

Increased diagnostic range. 

Eliminates overhead system. 

Longer tube life. 

Not affected by altitude or 
humidity. 

Introduces a new principle of 
control. 

Consistent results. 

Complete diagnostic service. 

Unit construction permits vari- 
ation according to specialty. 

Minimizes danger around ether 
as when setting fractures, etc. 

Few retakes — longer tube life. 

Same tube used over and under 
table. 




















N the development of 

the Victor Shock-Proof 
X-Ray Unit, the designers 
sought a means of combin- 
ing, in one apparatus, a 
complete diagnostic ser- 
vice, both radiographic and 
fluoroscopic. 

The idea of utilizing the 
standard radiator type 
Coolidge tube was early 
abandoned, for the simple 
reason that it would re- 
strict the range of service 
to either radiography or 
fluoroscopy, So a special 
Coolidge tubewasdesigned 
with which a complete di- 
agnostic x-ray service is 
now realized. It is one of 
the distinctive features of 
the Victor Shock-Proof 
X-Ray Unit. 

With the tube and the 
transformer ‘both in the 
same container(tube head), 
immersed in oil and sealed, 
complete insulation is real- 
ized, offering absolute pro- 
tection against high volt- 
age shock at all times. This 


GENERAL @ 


compact arrangement has 
resulted also in a flexibility 
that is unprecedented in 
x-ray apparatus, permittin 

the one tube to be use 

both over and under the 
table, in every position re- 
quired in radiography an 

fluoroscopy, including 
many angles heretofore im- 
possible because of attend- 
ant high voltage dangers. 


The air-tight sealing of the tube 
head gives this Victor apparatus 
another important advantage. It 
makes this unit practicable for 
any climate or altitude. Atmos- 
pheric variations have absolutely 
no effect on its operation, so that 
a given setting of the controls 
represents the same x-ray value 
on each and every outfit, regard- 
less of its geographic location; 


In fairness to yourself, don’t 
buy anything in the field of 
x-ray equipment without first 
learning all about the Victor 
Shock-Proof Unit. We’ll gladly 
mail anillustrated booklet telling 
the complete story of this, the 
greatest development in medical 
x-ray apparatus since the advent 
of the Coolidge tube itself. 
Write us. 


ELECTRIC 


X-RAY CORPORATION 


2012 Jackson Boulevard 





Chicago, IIL, U.S.A. 





FORMERLY Vv RWS CRAY CORPORATION 
Join us in the General Electric Hour, broadcast every Satur- 
day at 9 p. m., E. S. T., on a nation-wide N. B. C. network 





Where producer and consumer meet 
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in the advertisements. 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


Dunning, Grace A., R.N., supt., Shriners ‘Hospital for Crippled Children, 
Chicago, IIl. 

Edigna, Sister M., supt., St. Francis Hospital, Evanston, IIl. 

Engelbach, Albert G., M.D., asst. dir., Massachusetts General Hospital, 
Boston, Mass. 

Feebeck, Annie Bess, R.N., supt. nrs., Grady Hospital, Atlanta, Ga. 

Feiertag, Rev. H. H., supt., Evangelical Lutheran Sanitarium, Wheatridge, 
Colo. 

Fischer, L. C., M.D., secy.-treas., Davis-Fischer Sanatorium, Atlanta, Ga 

Folsom, Charles D., 512 Fifth Avenue, New York, N. Y. 

Fores, Kathleen M., R.N., dir. training school, University of California, San 
Francisco, Calif. 

Free, Claire M., supt. nrs., Doctors’ Hospital, New York, N. Y. 

Freeman, Suzanne M., R.N., supt., Worcester Hahnemann Hospital, Wor- 
cester, Mass. 

Frisk, Blenda L., R.N., supt., Swedish-American Hospital, Rockford, III. 

Fulgentia, Sister M., supt., St. Anthony’s Hospital, Louisville, Ky. 

Garren, Jennie, supt. nrs., Piedmont Hospital, Atlanta, Ga. 

Golden, Benj. I., M.D., supt., Davis Memorial Hospital, Elkins, W. Va. 

Gosnell, Hazel M., supt., Albert Lindley Lee Memorial Hospital, Fulton, N. Y. 

Greeff, J. Williams, M.D., commissioner of hospitals, New York, N.Y. 

Greene, Major Roger A., supt., Pottsville Hospital, Pottsville, Pa. 

Griffin, A., Little-Griffin Hospital, Valdosta, Ga. 

Hahn, Mrs. A. G., Protestant Deaconess Hospital, Evansville, Ind. 

Hall, Mrs. A. B., supt., Americus & Sumter Co. Hospital, Americus, Ga. 

Hanson, E. E., supt., Lutheran Deaconess Hospital, Chicago, III. 

Hayes, Myrtle, supt., Elizabeth Condell Memorial Hospital, Libertyville, Il. 

Hayes, Noailes, supt., Major Memorial Hospital, Shelbyville, Ind. 

Hensel, Herman, asst. supt., Presbyterian Hospital, Chicago, Ill.. 

Hickey, Marie, supt. nrs., St. Catherine’s Hospital, East Chicago, Ind. 

Hoover, N. O., supt., Mennonite Sanitarium, Bloomington, III. 

Horne, Elizabeth, instr. nrs., Georgia Baptist Hospital, Atlanta, Ga. 

Houck, Anne V., supt. nrs., Lucas County Hospital, Toledo, Chio. 

Howe, Rev. Bruno, supt., Evangelical Deaconess Hospital, Milwaukee, Wis. 

Hubbard, A. E., M.D., supt., Municipal Tuberculosis Hospital, Peoria, Ill. 

Hudgens, Robert S., asst. supt., Wesley Memorial Hospital, Emory Univer- 
sity, Ga. 

Hurin, C. C., supt., St. Luke’s Hospital, Chicago, Ill. 

Janssen, B. A., bus. mgr., Evangelical Deaconess Hospital, Freeport, IIl. 

Johnson, Ellen C., R.N., supt., Iroquois Memorial Hospital, Watseka, IIl. 

Johnson, Naema, R.N., anesthetist, St. Luke’s Hospital, Milwaukee, Wis. 

Jordan, Lewis S., M.D., supt., Riverside Sanatorium, Granite Falls, Minn. 

Julia, Sister Mary, bus. mgr., John B. Murphy Hospital, Chicago, IIl. 

Keaton, Martha E., supt. nrs., Christ’s Hospital, Topeka, Kans. 

Keen, Flora E., R.N., secy.-treas., Kentucky State Board of Nurse Examiners, 
Louisville, Ky. 
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The Preference Nurses Show for 


It Is Natural ~ 
They Helped to 
Perfect It 


® 


PRING-AIR has won the whole- 

hearted approval of nurses every- 
where. From its very inception, it 
commanded their interest and enthusi- 
asm to the point where they gladly 
volunteered suggestions as to how to 
make Spring-Air the most comfort- 
able, sanitary and easy-to-handle bed 
cushion the hospital world has ever 
seen. 
Today Spring-Air, incorporating 
those many practical suggestions and 
improvements, is recognized as the 
supreme bedding equipment for hos- 
pital service. 
Patients enjoy the complete relaxa- 
tion so essential to recovery, because 


Spring-Air supports and cushions 
every contour and curve of the 
body. 

The light, compact spring construc- 
tion makes changing of bed and 
turning of mattress a light, simple 
task, quickly done. No need to tug 
and struggle with bulky, heavy, old- 


fashioned mattresses. 


Spring-Air is the most sanitary 
mattress. The carefully designed 
and skillfully engineered spring 
unit require no cloth or padding 
to keep them in place; thus there 
is complete freedom from dust 
and dirt. 


If you have not already tested 
Spring-Air in your hospital, com- 
municate with the Master Bedding 
Maker nearest you. He will gladly 
explain the new budget and change- 
over plan that makes it even more 
economical and desirable to equip 
every bed with Spring-Air. 





MASTER BEDDING 


MAKERS 


OF AMERICA 


Charles Karr Company—Secretarial Offices: Holland, Michigan 





Our advertisers are carefully selected—their merchandise is reliable. 
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Kelly, Bree S., supt., John Stuart Ryburn Memorial Hospital, Ottawa, IIl. 

Kidd, Elizabeth, R.N., supt., People’s Hospital, Peru, Ill. 

Klugh, Geo. F., M.D., 139 Forrest Ave., Atlanta, Ga. 

Kramer, Gertrude, supt., West Baltimore General Hospital, Baltimore, Md. 

Kyle, Ethel B., R.N., supt., Public Hospital, Kewanee, III. 

Lively, Mrs. B. R., supt., Harbin Hospital, Rome, Ga. 

Lynn, Martin R., gen. supt., Municipal Tuberculosis Sanatorium, Chicago, Ill. 

Mack, Elizabeth L., R.N., Hospital Survey, J. B. Lippincott Co., Philadelphia, 
Pa. 

MacMartin, Christine, R.N., Dodge Center, Minn. 

MacPherson, Nora E., supt., nrs., Victoria Hospital, London, Ont., Canada. 

Martin, Anna K., supt. nrs., Brownsville General Hospital, Brownsville, Pa. 

McCall, J. T., M.D., pres., McCall Hospital, Rome, Ga. 

McConnell, Elizabeth, exec. dir., Mandel Clinic, Michael Reese Hospital, 
Chicago, Il. 

McElderry, .Bertha, R.N., chairman, Publicity & Publications Comm., The 
Alabama Hospital Association, Talladega, Ala. 

Murray, Gladys P., diet., Philipsburg State Hospital, Philipsburg, Pa. 

Nugent, O. B., supt., Chicago Eye, Ear, Nose, & Throat Hospital, Chicago, 
Ill. 

Oppenheimer, Russel H., M.D., supt., Wesley Memorial Hospital, Emory 
University, Ga. 

Parisoe, George E., trustee, Presbyterian Hospital of Colorado, Denver, Colo. 

Payne, Ursula D., R.N., supt., Moline Public Hospital, Moline, Ill. 

Pearson, Delphine, R.N., supt., Memorial Methodist Hospital, Mattoon, III. 

Pearson, E. C. H., asst. supt., Passavant Hospital, Chicago, Il. 

Pope, Edward S., M.D., exec. surg., Midtown Hospital, New York, N.Y. 

Potaka, Catherine P., R.N., supt., Newark Memorial Hospital, Newark, N.J. 

Quattlebaum, Julian K., M.D., att. surg., Oglethorpe Sanitarium, Savannah, 
Ga. 

Ritch, Thos. G., M.D., chief surgeon, Colvin-Ritch Hospital, Jesup, Ga. 

Ritchey, R. M., M.D., med. supt., Mendocino State Hospital, Talmage, Calif. 

Robertson, Ira B., M.D., supt., Jefferson Park Hospital, Chicago, Il. 

Rosalie, Sister, R.N., supt. nrs., A. Barton Hepburn Hospital, Ogdensburg, 
N.Y. 

Rudolph, Ruth, supt. nrs., Wesley Memorial Hospital, Emory University, Ga. 

Ryan, Anna H., supt., Jewish Hospital, Louisville, Ky. 

Sanford, Frederic G., M.D., supt., Sanford Private Hospital, Jersey Shore, 
Pa. 

Saunders, Albert F., M.D., Little-Griffin Hospital, Valdosta, Ga. 

Scott, Elizabeth, R.N., supt., Pattie A. Clay Infirmary, Richmond, Ky. 

Sebastian, Sister, Mercy Hospital, Denver, Colo. 

Senger, W. M., M.D., chief surgeon, Corwin Hospital, Pueblo, Colo. 

Shouse, J. Ernest, supt., City Hospital, Louisville, Ky. 

Shriver, O. R., bus. mgr., City Hospital, Springfield, O. 
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5 
GAP OR BABY SOAP AS THESE 
MANUFACTURED AND SOLD ONLY BY 

THE HOSPITAL DEPARTMENT 


| THE HUNTINGTON 
| LABORATORIES INC. 


HUNTINGTON-INDIANA 


Advertising offers products you need. 
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Simpson, Annie L., supt. nrs., John D. Archbold Memorial Hospital, Thomas- 
ville, Ga. 

Smith, Anne G., dir., Wilhenford Hospital, Augusta, Ga. 

Smith, Cornelius M., 512 Fifth Ave., New York, N.Y. 

Smith, Nellie C., supt. nrs., Ohio Valley Hospital Association, Steubenville, O. 

Soellner, Caroline H., R.N., supt., Roseland Community Hospital, Chicago, 
Ill. 

Standing, Elen, supt, Sunny Slope Sanatorium, Ottumwa, Ia. 

Stewart, Alice F., dir., nrs., University Hospital, Augusta, Ga. 

Tallant, Mrs. D. B., R.N., floor supvr., Coker’s Hospital, Canton, Ga. 

Taylor, Mrs. C. D., supt., McCall Hospital, Rome, Ga. 

Thaddeus, Sister M., R.N., supt., St. Francis Hospital, Macomb, Iil. 

Therese, Sister Mary, superior, St. Anne’s Hospital, Chicago, III. 

Trainor, Martha L., R.N., supt. nrs., Morristown Memorial Hospital, Morris- 
town, N.]J. 

Tupman, Mrs. Eva S., instr. nrs., Grady Hospital, Atlanta, Ga. 

Unz, E.. E., supt., Pekin Hospital, Pekin III. 

Ursulina Sister M., supt., St. Anthony de Padua Hospital, Chicago, Ill. 

Van Zandt, Mrs. Caroline, dir., Jefferson County Tuberculosis Hospital, 
Beaumont, Tex. 

Waddell, E. Charlotte, R.N., supt., Woman's Hospital, Detroit, Mich. 

Waterman, C. E., supt., Auburn Park Hospital, Chicago, II. 

Welsch, Ann, asst. supt., Chicago Lying-In Hospital, Chicago, Il. 

Wilkinson, Myrtle, R.N., asst. supt., Walker Hospital, Evansville, Ind. 

Young, J. M., M.D., pres., J. M. Young Hospital, Annawan, IIl. 

Ziegler, Frances Helen, R.N., dean school of nursing, Medical College of 
Va., Richmond, Va. 


APPLICATIONS FOR PERSONAL LIFE MEMBERSHIP 
RECEIVED SINCE DECEMBER, 1929 


Crowninshield, Mrs. Francis B., member, Ladies’ Visiting Comm., Boston 
Lyin-In Hospital, Boston, Mass. 
Lydia, Sister Mary, supt., St. Mary’s Mercy Hospital, Gary, Ind. 
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Patient Types ... 


The Hospital Case 


Conrmen to the bed, weak and nervous, the hospital patient 
under your care is hardly a fit subject for the old-fe~hioned 
drastic purge. 

Petrolagar has many advantages in maintaining bowel func- 
tion. It is palatable. It mixes easily with bowel content, 
supplying unabsorbable moisture with less tendency to leakage. 
It does not interfere with digestion and is prescribed in pref- 
erence to plain mineral oil. 

Petrolagar restores normal peristalsis without causing irri- 
tation, producing a soft-formed consistency that provides real 
comfort to bowel movement. 

Petrolagar is composed of 65% (by volume) mineral oil with 
the indigestible emulsifying agent agar-agar. 


-Petrolagar 


536 Lake Shore Drive, 
Chicago, Ill. 


mens of Petrolagar. 


Address .. 





Good advertising shows the way to efficient buying. 
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Petrolagar Laboratories, Inc., 
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A.H.-4 


Gentlemen :—Send me copy of “HABIT 
TIME” (of bowel movement) and speci- 











THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION: 


OFFICERS OF THE STATE AND AFFILIATED ASSOCIATIONS 


Alabama Hospital Association 
President—Dr. French H. Craddock, Sylacauga. 


American Association of Hospital Social Workers 


President—Edith M. Baker, Washington University Hospital, St. Louis. 
Secretary—Elizabeth G. Gardiner, University of Minnesota, Minneapolis. 


American Protestant Hospital Association 


President—Mr. Luther G. Reynolds, Seattle General Hospital, Seattle. 
Secretary—Dr. Frank C. English, Christ Hospital, Cincinnati. 


Catholic Hospital Association 


President—Rev. Alphonse M. Schwitalla, St. Louis University, St. Louis 
Secretary—Sister M. Irene, St. Mary’s Hospital, St. Louis. 


Children’s Hospital Association 


President—Dr. Howard Child Carpenter, Children’s Hospital, Philadelphia. 
Secretary—-Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 


Colorado Hospital Association 


President—Dr. Maurice H. Rees, University of Colorado, Denver. 
Secretary—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 


Connecticut Hospital Association 


President—Dr. B. Henry. Mason, Waterbury Hospital, Waterbury. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 


Florida Hospital Association 


President—Mr. C. S. Myers, City Hospitals, St. Petersburg. 
Secretary—Dr. Fred M. Walker, Duval County Hospital, Jacksonville. 


Georgia Hospital Association 


President—Dr. C. S. Lentz, University Hospital, Augusta. 
Secretary—Mr. J. B. Franklin, Georgia Baptist Hospital, Atlanta. 


Hospital Association of the State of Illinois 


President—Mr. E. E. Sander, Ravenswood Hospital, Chicago. 
Secretary—Mr. E. I. Erickson, Augustana Hospital, Chicago. 


Indiana Hospital Association 


President—Dr. Wm. A. Doeppers, Indianapolis City Hospital, Indianapolis. 
Secretary—-Miss Gladys Brandt, Cass County Hospital, Logansport. 


Iowa Hospital Association 
President—Mr. Robert E. Neff, University Hospitals, Iowa City. 
Secretary—Mr. Harold A. Grimm, Finley Hospital, Dubuque. 
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Hall Hospital Beds 


Selling agencies where samples of Hall Beds may 
be seen are located in the following cities: 


Los ANGELES, CALIF. CHiIcaco, ILL. 

SAN Francisco, CALIF. Detroit, MICH. 
PORTLAND, ORE. Iowa City, Iowa 
TAcoMA, WASH. PITTSBURGH, Pa. 
MILWAUKEE, WIs. PHILADELPHIA, Pa. 
DENVER, COLO. BALTIMORE, Mb. 
Kansas City, Mo. CHARLOTTE, N. C. 
St. Louts, Mo. ATLANTA, GA. 
SHREVEPORT, La. JACKSONVILLE, FLA. 


Boston, Mass. TAMPA, FLA. 
Catalog and Book on Hospital Beds and name of 
nearest local agency will be sent upon request. 


= 


FRANK A. HALL & SONS 


Office Salesroom 
118-122 Baxter Street 25 West 45th Street 


NEW YORK CITY 




















Advertising is tireless, non-stop salesmanship. 
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Kansas Hospital Association 


President—Dr. T. R. Heath, Kansas City. 
Secretary—Dr. John T. Axtell, Newton. 


Kentucky Hospital Association 
President—Mr. Howard E. Hodge, Louisville. 


Secretary—Miss Agnes O’Roke, Kosair Crippled Children’s Hospital, 
Louisville. 


Louisiana Hospital Association 


President—Mr. Louis J. Bristow, Southern Baptist Hospital Commission, 
New Orleans. 


Michigan Hospital Association 


President—Dr. D. M. Morrill, Blodgett Memorial Hospital, Grand Rapids. 
Secretary—Mr. Robert G. Greve, University Hospitals, Ann Arbor. 


Midwest Hospital Association 


President—Dr. Fred S. Clinton, Tulsa, Oklahoma. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 


Minnesota Hospital Association 


President—Mr. J. J. Drummond, Worrell Hospital, Rochester. 
Secretary—Mr. Joseph G. Norby, Fairview Hospital, Minneapolis. 


Mississippi Hospital Association 


President—Dr. S. H. Hairston, Meridian Sanitarium, Meridian. 
Secretary—Dr. J. K. Avent, Grenada. 


Missouri Hospital Association 


President—Mr. L. A. Johnson, Trinity Lutheran Hospital, Kansas City. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 


New England Hospital Association 


President—-Miss Miriam Curtis, Cooley Dickinson Hospital, Northampton. 
Secretary—Dr. W. Franklin Wood, Massachusetts General Hospital, Boston. 


New Jersey Hospital Association 
President—Rev. John G. Martin, Hospital of St. Barnabas, Newark. 
Secretary—Mr. Thomas J. Golden, Jersey City Hospital, Jersey City. 


Hospital Association of the State of New York 
President—Dr. C. W. Munger, Grasslands Hospital, Valhalla. 
Secretary—Mr. Boris Fingerhood, United Israel Zion. Hospital, Brooklyn. 
North Carolina Hospital Association 
President—Dr. D. A. Garrison, Gastonia. 
Secretary—Dr. L. V. Grady, Carolina General Hospital, Wilson. 
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HAZELATLAS GLASS Co 
WHEE LING W VA 





Where producer and consumer meet—in the advertisements. 
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Northwest Hospital Association 


President—Miss Carolyn E. Davis, Everett General Hospital, Everett, 
Wash. 

Secretary—Mrs. Cecile Tracy Spry, Tacoma General Hospital, Tacoma, 
Wash. 


Ohio Hospital Association 


President—Rev. Philip Vollmer, Jr., Fairview Park Hospital, Cleveland. 
Secretary—Mr. J. R. Mannix, 630 E. River St., Elyria. : 


Oklahoma Hospital Association 
President—-Dr. Frank H. MacGregor, Mangum. 
Secretary—Dr. A. J. Weedn, Duncan. 


Ontario Hospital Association 

President—Mr. R. H. Cameron, Toronto. 

Secretary—Dr. F. W. Routley, 410 Sherbourne St., Toronto 5. 
Hospital Association of Pennsylvania 

President—Mr. Wm. A. Breitinger, Reading Hospital, Reading. 

Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 
South Carolina Hospital Association 


President--Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary——Dr. J. M. Beeler, Spartanburg General Hospital, Spartanburg. 


South Dakota Hospital Association 
President—Mr. D. L. Braskamp, Lincoln Hospital, Aberdeen. 
Secretary—Sister William, St. Luke’s Hospital, Aberdeen. 
Texas Hospital Association 


President—Dr. Lucius R. Wilson, John Sealy Hospital, Galveston. 
Secretary—Mr. Joe F. Miller, Jefferson Davis Hospital, Houston. 


Western Hospital Association 
President—Dr. Frederick Bell, Vancouver General Hospital, Vancouver, 
B.C. 
Secretary—Miss Grace Phelps, R.N., Doernbecher Memorial Hospital, 
Portland, Ore. 


West Virginia Hospital Association 


President—Mr. J. S. Turk, Ohio Valley General Hospital, Wheeling. ! 
Secretary—Mr. Joe W. Savage, Charleston. 


Wisconsin Hospital Association 


President—Dr. R. C. Buerki, Wisconsin General Hospital, Madison. ' 
Secretary—Mr. L. C. Austin, Mt. Sinai Hospital, Milwaukee. 





as: latent 





ANNUAL 
REPORTS 


PRINTED Annual 

Report presenting to 
the public a brief, interesting 
statement of what the hospi- 
tal has accomplished during 
the year is not only desirable 
but essential. 


( Such a report has great pub- peter. that 
licity value if properly written matter 
and produced. It should be the 
medium through which members 
of the community may be inter- 
ested in the work of the hospital. 


@ A plan of standardization in 
the matter of size of book, paper 
stock for inside and cover, typo- 
graphy and other details enables 
us to offer you a service in this 
matter heretofore not obtainable. 
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prepare the copy. 
Write for details of our 
Standardized Service. 


Physicians’ Record Co. 


The Largest Publishers of 
Hospital and Medical Records 


161 W. Harrison St. Chicago, IIl. 








{Please mention “The Bulletin of the 
American Hospital Association” when 
writing to Physicians’ Record Co.} 
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NEW BUILDINGS AND CONSTRUCTION 




















ALABAMA 


Gadsden.—Physicians of Etowah County will build a new $250,000 hos- 
pital here, to be known as the Forrest General Hospital. Corporation papers 
have been filed. 


CALIFORNIA 


Bakersfield.—Plans are being drawn for a new three-story building at San 
Joaguin General Hospital, to cost $150,000. The architects are Simmes 
and Cullimore. 


San Francisco.—A $2,000,000 Marine hospital is to be built here near the 
old hospital at the Funston Avenue entrance to the Presidio. It will be 
a seven-story brick building with three rear wings and a unit heating 
plant and will accommodate four hundred beds. 


The Southern Pacific Hospital, at Fell and Baker Streets, will erect a 
six-story addition with accommodations for 140 more patients than can 
at present be cared for. The cost is $525,000 and the project will be com- 
pleted in February, 1932. The architect is A. I. Coffey. 


COLORADO 


Denver.—The new $350,000 Porter Sanitarium and Hospital was recently 
completed and opened. 


CoNNECTICUT 


Hartford.—Plans are being formulated for the construction of an addition 
to St. Francis’ Hospital on the present site of the original building at 
Woodland and Collins Streets, to cost $100,000. The present building 
will be razed and erection of the new structure will be started soon after- 
ward. 


Meriden.—Contracts have been awarded for the construction of an in- 
firmary building at Undercliff Sanatorium, to accommodate one hundred 
beds. It will be a two-story structure and will include reception rooms, 
wards, private rooms, and x-ray and operating departments. Construction 
and equipment cost is estimated at $130,000. Cudworth and Thompson, 
of Norwich, are the architects who drew the plans. 


Shelton.—Work has been started on the new unit for the Laurel Heights 
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Sanatorium. It will be a three-story building and will include two wards, 
private rooms, kitchen, dining rooms, reception lobby, and offices. Its 
cost is to be $108,000 and it will be finished in September. Kinney and 
Palmer of Derby are the architects. 


ILLINOIS 


Annawan.—A part of the Dr. J. M. Young Hospital is to be razed and a 
two-story addition will be constructed, to adjoin the present building on 
its east end. 


Aurora.—The new two-story isolation hospital to be built here at an esti- 
mated construction cost of $25,000 will be completed September 15. The 
architect is Frank B. Gray. 


Chicago.—Bids for the new General Foot hospital building on South 
Lincoln Street were received the first week in March. The architects are 
Houlihan, Houser, and Marks. 


Decatur.—Plans have been accepted for the construction of the new 
$90,000 City Public contagion hospital. It is to be completed in October. 


Galesburg.—Bids for the construction of an addition to the Galesburg 
Cottage Hospital, by which the entire south half of the present building 
is to be replaced by a modern four-story structure, have been received. 
Provision has been made for the accommodation of the nurses and of the 
training school elsewhere during the period of construction, but the busi- 
ness of the hospital and admission of patients will be continued as usual. 


INDIANA 


Richmond.—Richmond State Hospital will erect a new two-story unit, 
costing $175,000. McGuire and Shook of Indianapolis are drawing the 
preliminary plans. 

Iowa 


Fairfield.—The board of trustees of Jefferson County Hospital is formulat- 
ing a plan for the extension of the present hospital building, in order to 
accommodate the increasing number of patients. The number of admissions 
in 1929 showed an increase of 500 per cent over that in 1913. 


Keokuk.—The St. Joseph’s Hospital addition, comprising seventy patient 
rooms, was formally opened on March 19. The completion of this con- 
struction program gives St. Joseph’s 150 beds. The new addition has the 
following departments: operating, maternity, children’s, physical therapy, 
and x-ray. There are pathological laboratories, pharmacy, special diet 
kitchen, reading and lecture rooms for the nurses, sun parlors, and a roof 
garden. 
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KANSAS 


Milford—The new Brinkley Sanitarium now under construction, to be 
completed by the first of May, will offer accommodations for fifty-four 
patients, giving the institution a total of eighty beds. The new structure has 
a barber shop and a drug store. 


LOUISIANA 


New Orleans—A new Marine hospital and quarantine station will be 
erected here, the former to cost in excess of $2,000,000 and the latter 
$1,000,000. Part of the present Marine Hospital has been demolished in 
preparation for the construction work. The quarantine station will be 
located just below the naval station, on the Algiers side of the river. 


MARYLAND 


Baltimore-—The Baltimore City Hospitals will erect a $450,000 nurses’ 
home, a tuberculosis ward which will cost $220,000, and several other hospi- 
tal buildings, among which will be accident and psychopathic wards, at a 
cost of $1,500,000. The present building is to be used as an infirmary. 


MASSACHUSETTS 


Brookline—Trumbull Hospital plans the construction of a four-story 
addition, to include wards, private rooms, pharmacy, laboratories, maternity 
department, roof garden, and laundry. The cost of erection will amount 
to $115,000. Harry L. Meacham Associates of Worcester are the archi- 
tects, and the superintendent is William W. Colton. 


Northampton.—Plans are being drawn by G. Robb, architect, of Boston, 
for a new dormitory in connection with Northampton State Hospital, to 
cost $207,000. 


Worcester—A new $150,000 administration building will be built at 
Worcester City Hospital, plans for which are being prepared by Stevens 
and Lee of Boston. Mr. George A. Maclver is the superintendent. 


MICHIGAN 


Detroit.—The Grace Hospital has begun work on the first unit of proposed 
additions, which will be a six-story nurses’ home. This building, which 
is to cost $600,000, will include class and demonstration rooms, lecture 
hall, library, and all other facilities comprising complete pedagogic equip- 
ment; large living and reception rooms; and the nurses’ rooms on the upper 
five floors. Each floor will have a kitchenette, and ten sun porches are 
included in the plans. One wing of the sixth floor is to include an 
infirmary for convalescent nurses. The present nurses’ home will be used 
for the housing of clerical and domestic women employees of the hospital. 


Holland.—D. J. Lakie and R. Rockwell are preparing preliminary plans 
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added unmatched resources—for CONNECTICUT is now an 
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for the new nurses’ home to be erected at the Holland City Hospital. It will 
cost $25,000. 


Mount Clemens.—The new Post Hospital to be erected here (U. S. 
Veterans’) will be a two and one-half story structure and will have adminis- 
tration rooms, reception room, wards, private rooms, pharmacy, x-ray and 
operating departments, laboratories, and employees’ quarters. The cost 
of construction is estimated at $100,000. 


MINNESOTA 


Faribault—W. L. ‘Alban of St. Paul has been selected to draw up pre- 
liminary plans and sketches of the proposed new hospital wing at St. Lucas 
Hospital, to contain forty beds and cost $125,000. A. E. Stoll has been 
engaged as consultant. 


Rochester.—Ellerbe and Company of St. Paul are drawing sketches of the 
new $4,500,000 Kahler Hospital to be erected here. It will be a twenty-two 
story building and will accommodate one thosuand beds. 


MIssIssIPPI 
Aberdeen.—The new municipal hospital has been completed, the grounds 


are being landscaped, equipment will soon be installed, and the hospital 
will be prepared for opening and the admission of patients. 


MIssouURI 


Poplar Bluff—The new Poplar Bluff Hospital, constructed at an approxi- 
mate cost of $50,000, was recently completed and opened. 


Savanna.—The Savanna Hospital is to erect a two-story brick addition. 
A. Peabody, of Madison, Wisconsin, is the architect. 


NEBRASKA 


McCook.—The hospital at McCook has recently completed and opened 
a new addition. 
NEW JERSEY 


Soho.—Contracts have been awarded for the construction of the new 
Essex County Isolation Hospital. The entire project will involve an expendi- 
ture of $3,000,000 and will be completed in two years. Sutton and Sutton 
of Newark are the architects. 

New York 
Binghampton.—A children’s unit will be built in the near future in con- 


‘ nection with the Broome County Tuberculosis Hospital, to cost $150,000. 
Plans are being drawn up by Lester J. Kaley. 


Brooklyn.—The medical board of the Shore Road Hospital has announced 
that plans are being prepared for the erection of a five-story addition. 
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at Fort Hamilton Hospital, Ham- 
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New York City.—A nine-story brick structure, the Bronx Maternity Hos- 
pital, is to be erected on the south side of 166th Street from Grand Concourse 
to Carroll Place, at an estimated cost of $1,000,000. Benjamin Winston is 
the architect. 


An appropriation of more than $5,000,000 has been granted by the city 
to Bellevue Hospital for the construction of a psychopathic pavilion. Work 
on the addition will go forward without delay. 


Schenectady.—Heacock and Hokanson, of Philadelphia, are preparing plans 
for the erection of an addition to Ellis Hospital, construction to start in 


the fall. 


Swart Hill—The new Montgomery Sanatorium, being erected here at a 
cost of $275,000, will be completed in June. The architect is Leland Henry 
Niles, R.A., of Amsterdam. 


NortTH CAROLINA 


Winston Salem.—The new $250,000 County Tuberculosis Hospital, Dr. 
P. A. Yoder, superintendent, has been opened for admission of patients. 


NortH DAKOTA 


Fargo.—The U. S. Veterans’ Hospital here has recently opened its new 
nurses’ home, built at a cost of $42,500. 


OHIO 


Cincinnati.—Longview State Hospital is to expend the sum of $43,000 for 
repairs and remodeling, which will include extensive electrical work and 
the construction of connecting tunnels. 


Cleveland.—Glenville Hospital, on Parkwood Avenue, will build a $500,000 
unit, with a capacity of 135 beds. The superintendent is Mrs. J. M. White. 


Fostoria.—Fostoria’s new $75,000 City Hospital was opened for public 
inspection on Sunday, February 23. The building is completed but is not 
fully equipped. When this has been done it will be turned over to the city 
for operation. 


Newark.—Carmichael and Millspaugh, Columbus architects, are complet- 
ing plans for a three-story brick addition to the Newark City Hospital. 
Margaret Stuart is the superintendent. 


Portsmouth.—The Portsmouth General Hospital, Estella M. Keemer, super- 
intendent, has recently opened a newly completed contagious ward, erected 
at a cost of $20,000. 


OKLAHOMA 


Lawton.—Bids on the construction of Kiowa Indian Hospital just north 
of Lawton were received at Anadarko, headquarters of the Indian: agency, 
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on March 15. The building will cost $91,000 and will be separate from the 
present hospital. Fifty or sixty additional beds are to be provided by this 
structure. 


Stillwater—Work is progressing on the three-story infirmary being erected 
on the campus of the Oklahoma Agricultural and Mechanical College and 
the building will be completed within a very short time. 


PENNSYLVANIA 


Clarks Summit.—A two-story hospital for mental diseases is to be erected 
here, with Coon and Rutledge, of Scranton, as architects. 


Concord.—Preliminary plans are under way for a new $400,000 hospital 
to be located on the Markham Cheyney Road. The architect is George S. 
Idell of Philadelphia. 


Elizabethtown.—The State Hospital for Crippled Children has completed 
its new building and opened it for public inspection. 


Harrisburg-—-The Harrisburg State Hospital has awarded contracts for 
the erection of its new additions. These units, which will be completed in 
October, will cost approximately $305,500. C. Howard Lloyd is the 
architect. 


Philadelphia.—The newest addition to Philadelphia's facilities for hospitali- 
zation and public health has been completed and was dedicated on March 1— 
the Institute of Mental Hygiene of the Pennsylvania Hospital Department 
for Mental and Nervous Diseases, at Forty-ninth and Market Streets. 

Philadelphia General Hospital opened its new 125-bed tuberculosis annex 
for admission of patients on March 15. 


Sayre—Trustees of the Robert Packer Hospital have authorized the imme- 
diate construction of a general hospital building, to cost $750,000. It will 
be a seven-story structure and will adjoin the new Guthrie Clinic building 
in the rear. Preliminary plans have been drawn by Ellerbe and Company, 
St. Paul architects. 


SouTH CAROLINA 


Greenville—With construction work on the new Greenville County 
Tuberculosis Hospital completed, the hospital will begin the erection of a 
nurses’ home at an early date. Beacham and LeGrand, the architects who 
designed the hospital building, are also drawing plans for the second struc- 
ture. 


TENNESSEE 
Bolivar.—The West Tennessee Hospital for the Insane will build a $400,- 


000 addition, with a bed capacity of four hundred. Dr. E. W. Cocke is the 
medical superintendent and the architect is W. C. Hedrick of Memphis. 
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TEXAS 


Belleville-—A new hospital and clinic building is in process of construc 
tion here and will be completed about May 15. Dr. J. A. Neely is the owner. 


Fort Worth—On the 27th of February the newly completed $1,300,000 
Methodist Hospital was formally opened to the public and turned over to 
local physicians. A total of $875,000 of the cost of construction was given 
by citizens of Fort Worth. 


Galveston.—The first of the two psychopathic hospitals recently author- 
ized by the legislature is to be erected at Galveston. The board of control 
states that the desirability and economy of the Galveston site grows out of 
its proximity to the state medical college and Sealy Hospital. This location, 
also, will provide not only the nurses, clinic, and clinical equipment of Sealy 
Hospital but also power and heating plant, laundry, and kitchen and dining 
room facilities. The $150,000 appropriation may thus be used for the new 
building and equipment. 


Palestine —A three-story, twenty-four bed hospital is to be erected on 
the site of Speegle’s Sanitarium, which will be moved to the back of the 
lot and will be used as nurse headquarters. The cost of erection will be 
approximately $20,000. 


VIRGINIA 


Richmond.—The Stuart Circle Hospital has purchased four lots on West 
Avenue and will build a three-story nurses’ home, costing approximately 
$100,000. At the same time the hospital will add a unit to its present build- 
ing, to consist of an operating suite and laboratories, which is the first step 
in the construction of an entire new section that will greatly enlarge the 
hospital’s facilities. There will be a physical therapy and an x-ray depart- 
ment and twenty-five more patient beds. Miss Charlotte Pfeiffer is the 
superintendent. 


WASHINGTON 


Seattle —Seattle’s new Northwestern Hospital, at Summit Avenue and 
University Street, has recently been completed. It was built at a cost of 
$300,000. 


WISCONSIN 


Middle River—Douglas County has authorized the use of $50,000 for 
the purpose of meeting additional costs in the construction and equipping 
of the new addition to the county sanatorium. The total cost of the new 
institution is estimated at $150,000. 


Superior—The $250,000 addition to the Riverview Sanatorium has 
reached the stage of plastering and the placing of interior woodwork, and 
is to open on or about April 1. 
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O all members of the American Hospital Association attending the meeting 

at New Orleans next October. 
A most attractive post-convention cruise trip for American Hospital 
Association members and their families visiting Cuba—Panama—The Canal 
Zone and Guatemala has been arranged and will sail on the palatial S.S. 
PARISMINA of the United Fruit Company’s famous “Great White Fleet”— 
October 25th from New Orleans, La., is the date. Without question, this 
will be the trip of a lifetime, so postpone that summer vacation and plan to make 
this sojourn to tropical climes and foreign lands nearby with the A.H.A. in October. 

Extensive arrangements are being made, that this trip of the A.H.A. be outstanding 
in every way. A most cordial invitation has been received from the countries 
mentioned in the itinerary to visit them. Special clinics in their hospitals and 
extensive shore programs are being arranged. 

With all this in view and the many happy times assured members and their 
families, this will be a mighty interesting and instructive trip of 1644 days at low 
cost and you should not miss it. 

Mail the attached coupon to the American Hospital Association, 18 East Division 
Street, Chicago or to the steamship line The United Fruit Company, 203 South 
Dearborn Street, Chicago and an interesting descriptive folder of the trip will gladly 
be forwarded you. 

I am interested in the post-convention trip to “foreign lands nearby” and 
will appreciate your forwarding me further information and cabin plans 
of our cruising steamer. 


ea ee oo oo oo ooo ooo eo eo eb eo eo eGeGeGd 


| There will be..... persons in my party. 
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The DDE—A New Research Micro- 
scope for the Scientist—A notable con- 
tribution to aid the work of the research 
scientist is the newly designed DDE Re- 
search Microscope, the latest product of | 
the Bausch & Lomb Optical Company, 
Rochester, N. Y., in laboratory equip- 
ment. 

The DDE marks a radical departure 
from any former type of research and 
photomicrographic microscope. The out- 
standing differences in construction from 
previous types are instantly noted from 
the illustration. 

Most noticeable of these new ideas in | 
design is the inclined position of the 
binocular eyepiece, which allows the user 
to sit at the instrument in a natural, up- 
right, and comfortable position. 

This new research microscope has been 
developed by the Bausch & Lomb Engi- 
neering Bureau from suggestions first of- 
fered by Dr. Lester W. Sharp of Cornell 
University, with later helpful criticisms 
submitted by Dr. L. F. Randolph of che 
U. S. Department of Agriculture and Cor- 
nell University. 
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BRITISH COLUMBIA 


Victoria—The Provincial Royal Jubilee Hospital, Dr. E. Pearse, superin- 
tendent, has completed and opened a new nurses’ home, the cost of which 
was $150,000. 


NEw BRUNSWICK 


St. John.—Contracts have been awarded for the new General Public 
Hospital, the approximate cost of which will be $1,000,000. The superin- 
tendent of the institution is Mr. R. M. Gale, and Pond, Pond, Martin, and 
Lloyd of Chicago are the architects who are drawing up plans. 


Nova ScoTIA 
Wolfville—The new building at Westwood Hospital, Miss V. Bengston, 
superintendent, will be completed some time in May. 


QUEBEC 


Montreal.—A new institution for the care of tuberculous patients, the | 
Grace Dart Home, is to be built at 2331 St. Antoine Street, at a construction 
cost of $250,000. The architect is D. R. Brown, of West Montreal. 


The contract has been awarded for the new General Public Hospital to 
be erected here. The amount expended in construction will be in the 
neighborhood of $1,190,000. 


A $195,000 Children’s Memorial Hospital will be erected in Montreal in 
the near future. Contract has been awarded. 
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Designed for photomicrographic work. 
—Since the advent of the binocular body, 
with its necessary prisms and mechanisms, 
there has been considerable weight placed 
upon the delicate fine adjustment mech- 
anism. This weight has been too great to 
secure the responsive action necessary 
when working at high magnifications. 
However, the design of the DDE relieves 
the adjustment of this extra weight. This 
will be of special value in photomicro- 


| graphic work where it is necessary to 
| 
make long exposures. 


The instrument may be equipped with 
either the regular single objective binocu- 
lar body tube for visual use and also for 
drawing with the camera lucida, or with 
the single tube for photomicrographic 
work. 

Unusual features in mechanical stage 
and substage-——The mechanical stage has 
many points which make for . unusual 
facility in research work. It has forward 
and back adjustment by rack and pinion 
and transverse adjustment by multiple 
screw. These adjustments are operated 
from the right hand side of the stage and 
the stage may be completely rotated with 
the objective in focus without interfer- 
ence. 

The substage is of the usual form, but 
combines many excellent features for fine 
focusing of condensers, dark ground illum- 
inators, etc. A novel feature of the sub- 
stage is a supplementary condenser on a 
swing arm. The focus of this condenser 
is so selected that the field of a 16 or 32 
millimeter objective may be entirely filled 
with light without moving the substage or 
any of its elements from the usual position 
for high power objectives. Both high and 
low powers will function properly with- 
out readjustment of the substage conden- 
ser. 

New research lamp designed.—The de- 
velopment of the DDE Microscope made it 
advisable to design a new type of lamp, 
particularly adapted to research 
microscope work. As a result, the No. 
1815 Research Lamp has been produced 
by B @ L as a fitting complement to the 
new DDE Microscope. 


one 
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Miss Caroline E. Schautz, superintendent of the Jamestown General Hos- 


pital at Ridgway, Pennsylvania for the past two years, has resigned because 
of ill health. 


Dr. M. Pollak is the new superintendent of the Municipal Tuberculosis 
Sanatorium at Peoria, Illinois. Dr. Pollak has for some time been medical 
director of the sanatorium of the Jewish Consumptive Relief Association at 
Duarte, California, and has held similar positions in Spivak, Colorado and at 
the Veterans’ Bureau Hospital at Fort Bayard, New Mexico. 


Miss Ethel Reeser has been appointed superintendent of Deaconess Hospital 
at Ironton, Ohio, to succeed Miss Effie Conway, who resigned recently. 


George M. Holbig has been appointed business manager of the New Jersey 
State Hospital at Greystone Park, after some years as supervising steward of 
the department of institutions and agencies of New Jersey. 


Olin L. Evans, formerly superintendent of the Chester County Hospital 
at West Chester, Pennsylvania, is now superintendent of the Punxsutawney 
Hospital Association, Punxsutawney, Pennsylvania. 


Miss Agnes Shore has resigned as superintendent of the Montgomery Hos- 
pital at Norristown, Pennsylvania 


Dr. W. C. Reineking, of Ironwood, Michigan, has been appointed super- 
intendent of the new Dane County Tuberculosis Sanatorium at Dane, Wiscon- 
sin. Dr. Reineking has been engaged in tuberculosis work for thirteen years, 
having filled positions in sanatoria at Rockford, Illinois and at Ironwood and 
Muskegon, Michigan prior to this appointment. 

Miss Pearl A. Smith has given notice of her resignation from the Franklin 
Square Hospital, Baltimore, Maryland. 

Miss Jean M. Hall is the new superintendent of Locust Mountain State 
Hospital, Shenandoah, Pennsylvania. She has been with this hospital for some 
time in the capacity of chief bookkeeper. 

Miss Helen Nypjes has been appointed superintendent of the Thorn 
Memorial Hospital at Hudson, Michigan, to succeed Miss Ellen Johnson, 
who filled that position for two years. 


Montez Wayne has been appointed superintendent of the Petersburg 
Hospital, Petersburg, Virginia, to succeed Miss Isabel Simpson, who recently 
resigned. 
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The American Journal of Nursing 


370 Seventh Avenue ~ New York, N. Y. 





This, the official magazine of the American Nurses’ Associa- 
tion reaches those nurses whose needs and wishes are 
consulted by hospital executives when ordering supplies. 





$3.00 a year. Foreign and Canadian, $3.50 




















This new lamp meets two requirements 
which few designs satisfy: the one of 
utilizing the full aperture of the micro- 
scope condenser (up to N. A. 1.40), and 
the other of transmitting sufficient light | 
to make possible critical illumination of | 
the specimen under observation. 


The DDE Research Microscope and the 
Research Lamp approach the ideal in the 
field of scientific research instruments, and 
mark another forward step in the march of 
optical progress, which has now reached 
the seventy-seventh year, by Bausch @& 
Lomb. 








Where producer and consumer meet—-in the advertisements. 
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Dr. S. E. Lee is to be the superintendent of the Greenville County Tuber- 
culosis Hospital at Greenville, North Carolina, which will open in May. 


Miss Martha V. Mills, formerly superintendent of nurses at the Burling- 
ton County Hospital, Mount Holly, New Jersey, has received the appoint- 
ment of superintendent of that institution. 


Dr. H. E. St. Antoine has been transferred from the Veterans’ Hospital 
at American Lake, Washington, to the hospital at North Chicago, Illinois, 
succeeding Dr. Albert E. Brownrigg, whose new assignment will take him 
to the Veterans’ Hospital at Philadelphia. 


Mr. J. E. Oliver has been appointed superintendent of the Birmingham 
Baptist Hospital at Birmingham, Alabama. Mr. Oliver goes to Birmingham 
from the State Baptist Hospital at Alexandria, Louisiana. 


Charles H. Reinhold has recently been appointed superintendent of War- 
ren Hospital, at Philipsburg, Pennsylvania. 


J. Ernest Shouse has accepted the superintendency of the City Hospital 
at Louisville, Kentucky, to succeed John D. Taber, who has held that position 
for the past two years. 


Mr. Abraham Osseroff, vice-president of the board of Montefiore Hospital, 
Pittsburgh, has been selected as superintendent of that institution to succeed 
Dr. Charles E. Remy, resigned. 


Dr. Paul Dietrich has recently been appointed medical director of St. 
Mary’s Mercy Hospital, Gary, Indiana. 


Mr. Louis C. Levy, who for the-past ten years has been superintendent of 
the Jewish Hospital of Cincinnati and for five years previous to that was in 
charge of Mount Zion Hospital in San Francisco, has resigned the super- 
intendency of the Jewish Hospital. Mr. Levy was recently elected president 
of the Hospital Council of the city of Cincinnati. His work at the Jewish 
Hospital aided materially in making that institution one of the outstanding 
hospitals in the Middle West. 


{ 146} 














Convention 





Headquarters 


The Roosevelt, ‘“‘the pride of the South,”’ 
has been selected as official headquar- 
ters for the convention of the American 
Hospital Association to be held in New 
Orleans in June. 


You will enjoy this visit to New Orleans. 
See the old world quarter, delve into its 
romantic and colorful past. Then, too, 
you will enjoy being at the Roosevelt. 
You will like the tasteful luxury and the 
home-like atmosphere where the tradi- 
tions of Southern hospitality are lived 
up to the year ’round. 


FRANKLIN MOORE, Manager. 
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ARKANSAS 


Fort Smith—The will of Dr. Buchanan Hatchett, Fort Smith surgeon, 
leaves approximately $60,000 each to Sparks Memorial Hospital and St. 
Edward's Mercy Hospital. 


ILLINOIS 


Chicago.—Ground has been broken on the University of Chicago campus 
for two new hospital units for destitute crippled children. They are made 
possible by gifts of $300,000 each from Mrs. Gertrude Dunn Hicks and 
Mrs. Elizabeth McElwee. The new buildings will adjoin the surgical section 
of the Albert Billings Memorial Hospital. Plans call for a total of one 
hundred beds. 


MIssouRI 


Kansas City——Mrs. Herbert F. Hall has given to St. Luke’s Hospital the 
northwest corner of Twelfth Street and Troost Avenue, a corner 142 by 136 
feet, improved with a business block two and three stories high. The total 
gift, in property and money, is approximately $250,000. 


New York 


Brooklyn.—The building fund campaign of the Methodist Episcopal Hos- 
pital is progressing steadily toward the desired $1,200,000 goal, through 
recent contributions of individuals. Mrs. Anna M. Mollenhauer has given 
$25,000 to the fund. A total of $85,000 has been received from Alfred 
P. Sloan, and gifts of $10,000 each have come in from Mr. and Mrs. John T 
Underwood and Mr. and Mrs. William J. Thompson. 


OHIO 


Ashtabula.—The Amelia E. Lewis nurses’ home, new unit of the Ashtabula 
General Hospital, was formally opened on February 27. The dedicatory 
exercises were in the form of a pageant, presenting the history of nursing. 
The building is a three-story structure, provides rooms for sixty nurses, and 
is connected with the hospital by an underground passage. It is the gift 
of Mr. and Mrs. R. H. Pfaff and Mr. and Mrs. Fred K. Lewis in memory of 
their mother, and was built at a cost of $90,000. 
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American Hospital Association 
Publications 


HE following special bulletins are in stock at headquarters and may 
be obtained for the nominal price indicated. Those bulletins marked 
n/c will be sent free to hospitals upon request. 


BULLETIN 
NUMBER CoNTENTS PRICE 
29 A Summary of Principles of Hospital Organization................ n/c 
42 Standardized and Comparable Hospital Statistics.................... n/c 
ae Disinfection ‘alter “Comtamion: 06sec ene n/c 
45 Standing Orders and Definite Instructions for Routine Med- 
SOD PR ORI a hiccesels isan adnate aevoastaan Meaenemd etapa cain nieiagataion 50c 
47 Repost. of Committee on Floats. 2.5 sc ihe ccscaiewisses 50c 
48A Report of Committee on Buildings: Construction, Equipment, 
and Maittenante: (1925 ) =~ 5 ios ene ean etcercns 35¢ 
49 Report of Committee on Laundry Equipment and Supplies 
CRONIN cc keen eee ae eee 25 
49A Report of Committee on Laundry Equipment and Supplies 
EIS apc easickncsosa resi oik oe ecm ae ae ce 2c 
50 Report of Committee on Hospital Forms Pertaining to Annual 
Meponts ..CI9IEY 2c tees aa 25¢ 
50A Report of Committee on Hospital Forms (1923).....................--- 15c 
51 Report of Special Committee on Gauze Renovation (1922).... 25c 
51A Report of Committee on Gauze Renovation (1923).................- 25¢ 
52 Handling of Narcotics in Hospitals not Maintaining Licensed 
PEO AER oasis oad ceca poses bis ama ge alana tacacbiate n/c 
55 Report of Committee on Training for Hospital Social Work.... 50c 
<7 Report of Committee on Foods and Equipment for Food Service 
OLR ELE ALERT LEN VERE NEES 25¢ 
58 Special Report of Sub-committee on X-ray Departments and 
bn anes nO en aa etn LEDS eset Minis MPU A TRU IN, Coat dre hae we 25c 
59 Hosestel Opersting Figiites 2 5...5. soa a eres n/c 
60 Report of Special Committee on Cleaning.............-2.22..2.2..---++ 50c 
61 Report of Committee on Buildings: Construction, Equipment, 
and Maintenance C1974) niece on tee 35¢ 
62 Report of Committee on Foods and Equipment for Food Service 
CRGIE) esa see ces ati ete ee ome 25¢ 
65 Report of Committee on Training of Hospital Executives 
ig 59. 9 SER ee pare eek eeeeee nae Onl ewe) Mats Law Riemer Nb 50c 
66 Report of Committee on Accounting and Records................------ 50c 
67 Report of Out-Patient Committee (1926) -..002.2....2.eecceeeeeeeeeees 50c 
68 Report of Committee on Buildings: Construction, Equipment, 
and Wisinberianice CE SIG Yoon io 0 ossc saan fonwtdtiencicsamsceledtoace 50c 
69 Report of Committee on County Hospitals.........2200.2.20...2.2.----+- 50c 
70 Report of Committee on Simplification and Standardization of 
Furnishings, Supplies, and Equipment.................2..-2-.::2000--+ 50c 
71 Report of Committee on Out-Patient Work (1927)................ 50c 
y Report of Committee on Training of Hospital Executives 
rT a3 pam ns Seba enti tee soy abe een he Fe Sel Mabey SSeS ES 50c 
73 Report of Committee on Out-Patient Work (1928)................ 50c 
74 Report of Committee on Buildings: Construction, Equipment, 
and Maintenance CI920).. a eee 50c 
75 Report of Committee on Out-Patient Work (1929)...................- 50c 
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NEW HOSPITAL EQUIPMENT 


One of the latest additions to hospital construction materials is the lead- 
filled rubber tile for use on the floors and walls of x-ray laboratories. This 
tile comes in different colors, is %2 inch in thickness, and contains the equal 
of 1/8 inch thickness of sheet lead evenly distributed through the tile. The 
tiles are ship-lapped so as to make an even surface through which there 
is minimum danger of leakage of the x-ray. 

Tests have shown a less amount of film clouding after exposure through 
this tile than through a 1/8 inch covering of sheet lead. 


The tiles are easily applied to cement or wood walls and floors. The edges 
of the flooring and joints are made impervious to ray penetration by the 
application of a prepared cement. 

These rubber tiles are made in 18x24” blocks. Their surface is easily 
kept clean and is wear resistant. 

The cost of laying this tile is but little in excess of laying sheet lead with 
rubber flooring over it, and is a much safer protection against x-ray penetration. 
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The American Hospital Association 


Ser 


Officers—1930 


PRESIDENT 
CHRISTOPHER G. PARNALL, M.D., superintendent, Rochester 
General Hospital, Rochester, N. Y. 


PRESIDENT-ELECT 
Lewis A. Sexton, M.D., superintendent, Hartford Hospital, 
Hartford, Conn. 


First VICE-PRESIDENT 
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The American 
Hospital Association 


... what it stands for 


n> 


ganization of which 1,350 hospitals in the United States and 

Canada are active institutional members, and 2,270 hospital 
trustees, administrators, and heads of departments are active per- 
sonal members, serves the entire hospital field. 


The AMERICAN HOSPITAL ASSOCIATION maintains a 
consultation and information service which is at the disposal 
of all hospitals whether members of the Association or not. This 
service undertakes to furnish the latest information relative to 
administrative methods, hospital procedures, construction, and 
equipment—in general, all information pertaining to the successful 
operation of a hospital. 


The AMERICAN HOSPITAL ASSOCIATION maintains a 
placement service. This service undertakes to furnish hospitals, 
and all other institutions of this character having vacancies among 
their personnel, with the credentials and references of applicants 
seeking positions. The Association assists the institutions in mak- 
ing contact with qualified people for the higher grade positions on 
their staffs. 


The AMERICAN HOSPITAL ASSOCIATION works in close 
co-operation with all organizations looking to the betterment of 
hospital service to the patient and to all things that are of benefit 
to our institutions. 


The AMERICAN HOSPITAL ASSOCIATION reviews all 
proposed legislation affecting hospitals and, through its legislative 
committee, inaugurates action to support all legislation that is 
worth while and of benefit to the hospital field, and to prevent 
the enactment of legislation prejudicial to the interests of our in- 
stitutions. 


‘Te: AMERICAN HOSPITAL ASSOCIATION, an or- 


ow 


Is your institution a member of the American Hospital 
Association? 





























Rules of Eligibility 
for Membership 


in the 


‘American Hospital 
Association 


Qa 


Any corporation or association organized for the pro- 
motion of public health or for the care or 
treatment of the sick or injured is eligible 


for Institutional Membership. 


Persons actively engaged in hospital or public health 


work are eligible for Personal Membership 


MEMBERSHIP FEES 


Institutional 

Active—Initiation fee for ne of less than 100 beds—$10.00 ; 100-250— 
$20.00 ; over 250—$30.0 
Membership Dues for onatite of less than 100 beds—$10.00; 100- 
250—$25.00; over 250-—$50.00. 

Associate—Membership Dues—$10.00 for all organizations admitted. 

Subscribing—Membership Dues—-$10.00 for all organizations not on this 
continent. 


Personal 
Active—Membership Dues—$5.00. 
Aggociate Membership Dues—$3.00. 


AMERICAN HOSPITAL ASSOCIATION 
Eighteen East Division Street, Chicago 
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Reduce Your Thermometer Costs 
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The FACK-NE IMPROVED THERMOMETER 


Hardened and toughened by the Faichney tempering process, reduces 
breakage to the minimum. Distressful mouth breakage is done away 
with. A guarantee certificate covering U. S. Govt. Specification No. 
CS1-28 accompanies every thermometer. 


Faichney Improved Thermometers have been bounced, pounded and 
demonstrated at every Hospital Convention for years. Try them! 
You will be surprised how much money you can actually save. 





Patent Pending 


FACK-NE WINDOW SCALE SYRINGE 


Ask your dealer to show you this new Syringe. He will explain the feature 
which makes it one of the most important developments since the Luer 
Syringe was invented. A ‘glance at the barrel shows exactly the amount 
of fluid it contains. Absolutely accurate dosage is possible, even with the 
largest size syringe. 


Other modern features are: the safety rest flange which saves many a 
syringe from breaking; satin finish grinding to prevent back-flow; smooth 
action the entire length of the barrel; Luer tip, ground to micrometric 
exactness to insure perfect needle fit without leakage. 


The barrel and piston have corresponding numbers to eliminate confusion 
when syringes are reassembled after sterilization. 


Manufactured by 


FAICHNEY INSTRUMENT CORPORATION 
WATERTOWN, N. Y. 














